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ABSTRACT

The Associations of Out-of-Home Placement with Penile-Vaginal Intercourse, Age of Sexual Debut and
Pregnancy Among Child Welfare Involved Youth: A Cross Sectional Study Using the National Survey of
Child and Adolescent Well-Being (NSCAW) II

by
Gabriela S. Betancourt

Advisor: Luisa N. Borrell

Background: Studies of youth in out-of-home (OOH) care and adults with histories of
OOH placements have found evidence of poorer sexual and reproductive health (SRH)
compared with their counterparts in the general population, including inconsistent use of
male condoms and contraceptives, higher prevalence of adolescent pregnancy, and
history of unwanted sexual debut. However, within the population of youth involved in
child welfare, the effects of OOH placement on SRH have been difficult to establish. The
overall goals of the current study were to compare SRH indicators (ever having penile–
vaginal intercourse; early age of sexual debut; reported pregnancy) among youth
involved with the child welfare system through OOH placement. Data were drawn from
the Second National Survey of Child and Adolescent Well-Being (NSCAW II), a
nationally representative sample of children who were referred to child welfare because
of a report of abuse or neglect over a 15-month period. The sample included youth
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administered the sexual risk behaviors assessment module of NSCAW II (n = 1,573).
The specific aims of the present study were:
Aim 1: To examine the association between OOH placement and ever having PVI among
youth in the child welfare system after controlling for age, gender, and race/ethnicity and
to determine whether this association is modified by history of neglect; physical, sexual,
or emotional maltreatment; and exposure to household violence. We expect to find a
significant association after adjusting for all covariates, such that youth placed in OOH
have increased odds of ever having PVI and that trauma will magnify the effect of OOH
placement.
Aim 2: To examine the association between frequency of OOH placement and ever
having PVI among youth in the child welfare system after controlling for age, gender,
race/ethnicity, proportion of time spent in OOH care, and exposure to household violence
and to determine whether this association is modified by age, gender, proportion of time
spent in OOH care and exposure to household violence. We expect to find that the odds
of ever having PVI will incrementally increase by frequency of OOH placement after
adjusting for all covariates and that this association will significantly vary by older age,
gender, increased time spent in OOH care, and higher exposure to household violence.
Aim 3: To examine the association of OOH placement with age of sexual debut and
reported past pregnancy among youth in the child welfare system after controlling for
age, gender, race/ethnicity, use of male condom at last sex, and contraceptive use at last
sex and to determine whether this association is modified by age, gender, and experiences
of past abuse/trauma. We expect to find significant associations of OOH placement and
early age of sexual debut and pregnancy, respectively, after adjusting for all covariates
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and that among youth with OOH placement, older youth, females, and youth with
histories of trauma will have higher odds of both earlier age of sexual debut and
pregnancy.
Methods: Using data from the three waves of the NSCAW II, youth aged 11 years and
older with complete data were selected as the population of interest; the data included the
following covariates: age, gender, race/ethnicity, baseline scores for exposure to
household violence, baseline histories of maltreatment and neglect; exposure variables:
placement characteristics (type, frequency, and proportion of time spent in OOH care);
and dependent variables (ever had PVI yes/no). Descriptive statistics were used to
examine the distribution of the exposure by the demographic, history of traumatic events,
and placement characteristic covariates.
For Aims 1 and 3, exposure was defined as ever having OOH placement (yes/no). For
Aim 2, exposure was defined as the frequency of OOH placement categorized as zero;
one; two or three; and four or more times. Descriptive statistics were used to determine
the prevalence of the outcomes among the entire sample and by exposure status. The
outcome for Aims 1 and 2 was ever having PVI (yes/no). For Aim 3, two outcomes were
examined: age of sexual debut (defined as younger than 13 years of age or older) and
pregnancy reported (yes/no). Wald chi-square tests were used in bivariate analyses to
assess the associations of each categorically defined covariate with the defined exposure
and outcomes, respectively, in each aim.
T-tests were used to assess significant differences based on the exposure status of the
means of continuous variables. Logistic regression was used to estimate the strength of
the association between the exposure and outcomes before and after adjusting for selected
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covariates.
Results: After full adjustment for demographic characteristics (age, gender, and
race/ethnicity), histories of trauma, abuse, and neglect (physical and nonphysical), and
exposure to household violence, the findings indicated that placement in OOH care was
not significantly associated with PVI. We observed heterogeneity of the association
between OOH and ever having PVI by sexual maltreatment and nonphysical neglect but
not by experiences of physical maltreatment, emotional maltreatment, physical neglect,
or witnessing household violence. Among youth who did not experience sexual
maltreatment, those ever placed in OOH care had more than double the odds of PVI
compared with youth not placed. Similarly, among youth who did not experience
nonphysical neglect, those ever placed in OOH care had almost three times the odds of
PVI compared with youth not placed in OOH. The findings indicated that placement in
OOH care regardless of number of placements was not significantly associated with PVI
after adjustment for demographic characteristics (age, gender, and race/ethnicity), time
spent in OOH care, and exposure to household violence. The interaction of age and
placement frequency was significant. However, there were no significant interactions of
placement frequency with gender, proportion of time spent in OOH care, or exposure to
household violence. Youth older than 12 years of age at baseline with one placement in
OOH care only had nine times the odds of ever having penile–vaginal intercourse
compared with similarly aged youth without placement. However, there was no
association between placement in OOH care and ever having penile–vaginal intercourse
among youth aged 12 years and younger at baseline regardless of the number of
placements. The findings indicated that there was no association of ever placed in OOH
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care and early age of sexual debut before or after adjusting for all covariates. However,
this association varied with age and gender. Among youth older than 14 years of age,
those with a placement history were almost three times more likely to have had a younger
age of sexual debut compared with those not placed. This association was not observed
among younger youth. Among boys, those with a placement history were more than three
times as likely to have had a younger age of sexual debut compared with those without a
placement. This association was not observed among girls. The findings indicated that
there was no association of ever having an OOH placement with pregnancy before or
after adjusting for all covariates. We did not observe heterogeneity of this association by
age, gender, younger age of sexual debut, forced first sex, the worst type of
abuse/maltreatment experienced, or exposure to household violence.
Discussion: Our study did not find a significant association of OOH placement or
frequency of repeated OOH placements and SRH indicators of ever having PVI, younger
age sexual debut, or pregnancy after adjusting for the selected covariates. Importantly,
experiences of trauma and abuse modified the association of OOH placement and SRH
indicators as our endpoints after adjusting for demographics. OOH placement did not
alter the odds of ever having PVI, early age of sexual debut, or pregnancy. Child welfare
intervention in and of itself may most strongly impact the SRH outcomes throughout the
life course of youth having contact with CPS. Although studies have established that
histories of OOH placement are linked to poor SRH outcomes in the general population,
the effect of OOH placement among populations with histories of child welfare
involvement in youth has been less clear. It has yet to be established what, if any, is the
effect of OOH placement on SRH risk behaviors among child welfare–involved youth
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during adolescence. Experiences of abuse, trauma, and other adverse events that are
salient for this population’s SRH have not been consistently examined in the literature.
Future research is needed to better understand whether and how experiences of trauma
(or the lack thereof) interact with the system-level factors prompting child welfare
attention and decision to remove youth from the home, along with SRH in this
population.
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CHAPTER 1: Introduction and background
Background

Foster Care in the United States
Approximately 3.5 million children had contact with child protective services
(CPS) in 2017, with 2.4 million cases resulting in an investigation. (1) Of these, an
estimated 674,000 children were found to be victims of maltreatment (75% experienced
neglect, 18% physical abuse, and 9% sexual abuse) and 2,872,000 nonvictims. (1) Youth
are placed in what is most commonly referred to as the “foster care system” when child
welfare representatives determine that the minor is not safe to remain in his/her home or
under the care of a biological parent/guardian. Safety concerns include maltreatment such
as physical abuse, sexual abuse, emotional abuse and/or neglect. (2-3) There are three
foster care placement categories: kinship, where a child is placed with biological
relatives; foster case, where a child is placed with a foster family—adult caregivers
trained by child welfare agencies to care for the needs of children removed from their
homes; and residential arrangements—either a therapeutic facility or group home for
supervised continuous care 24 hours a day. Throughout the current study, we will use the
term “out-of-home” (OOH) care to refer to all the possible types of settings in which a
child may be placed when removed from their parental home.
An estimated 442,995 youth (0–20 years of age) were in OOH care (such as
foster, kinship, and group) in 2017, representing about 0.6% of youth in the United
States. (1; 3-5) In general, youth enter foster care from infancy to the age of 18 years,
although state-level regulations may allow older youth to enter. The median age of youth
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in foster care during 2017 was 7.7 years, with the median age for those entering being 6.1
years and for those exiting 7.8 years. (2) Females comprised 48% of the youth in the
system. (3) Although youth in foster care reflect the larger demographic distribution of
youth in contact with CPS, there are disparities when compared with the general
population of youth by race/ethnicity. (3) In 2017, non-Hispanic Black youth were
overrepresented in foster care (23%) relative to the general population of youth under the
age of 18 in the United States during the same time period (14%); non-Hispanic white
(44%) and Hispanic (21%) youth were slightly underrepresented compared with their
share of the general population of youth under the age of 18 in the United States (51%
and 25%, respectively). (3; 6)
Child welfare advocates and administrators aim to keep a child within their home
setting whenever possible by offering in-home services, such as individual and group
therapies to the family as a unit, supervised visits with a social worker, and/or substance
use counseling for adults. Although this is considered “best practice” and the
jurisdictional goal of state-level child welfare entities, limited research has examined
characteristics of placement to inform optimal outcomes for these affected youth. (7-14)
Evidence suggests that the trajectories of youth in the system vary widely in terms of
length in OOH care, particularly by age and placement type. (1-6; 15-17) This variation
in the trajectories of child welfare–involved youth further complicates the comparison of
youth by placement. In 2017, among the 247,631 youth who exited foster care, the
average time spent in care was 14.3 months, with a range between less than a month and
5 or more years. (3) Among all youth served in foster care in 2016 (the most recent data
available regarding placement frequency), the number of placements varied depending on
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the time in the system overall. (18) For instance, 84.3% of those in care for less than 12
months had no more than two placement settings, 65.4 % of those in care between 12 and
24 months had no more than two placement settings, and 39.3% of all youth in foster care
for 24 months or more had no more than two placement settings. (18-19)

Sexual and reproductive health indicators for youth
Age is a predictor of sexual activity: as one gets older, one is more likely to have
engaged in sexual intercourse. The age of sexual debut is an indicator of sexual and
reproductive health (SRH) risk and poor outcomes: the younger one has sexual
intercourse, the higher the risk for adolescent pregnancy, sexually transmitted infections
(STIs), and an increased number of partners throughout the life course. (20-23)
Nationally, non-Hispanic Black and Hispanic youth have higher rates of unplanned
pregnancy, STIs, and inconsistent use of prevention methods (i.e., condoms and/or
contraceptives) compared with their non-Hispanic white counterparts. (24-25) Despite
recent successes in the declining adolescent pregnancy rate, racial/ethnic disparities
persist. (20; 26-28) In 2017, the birth rate per 1,000 females ages 15–19 years among
Hispanic (29 per 1,000) and non-Hispanic Black (28 per 1,000) females was over twice
that of their non-Hispanic white peers (13 per 1,000). (29) According to the most recent
data available from the Youth Risk Behavioral Surveillance Survey (YRBSS 2017), the
prevalence of not having used any contraceptive method at last sexual intercourse was
highest among non-Hispanic Black and Hispanic high school students (17.8% and 19.0%,
respectively) compared with their non-Hispanic white counterparts (10.0%). (29) The
level of education completed, geographic location, and household income level have been
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found to be associated with some variation related to age by race/ethnicity and
contraceptive use. (30-32)
The most consistently established indicators of poor SRH outcomes in the general
population are early age of sexual debut and lack of effective contraceptive and/or
condom use. (7) Youth in the United States first engage in consensual sexual activity at
an average age of 17 years; about 14% of sexually active high school students did not use
any form of contraception at last intercourse. (33) The limited existing evidence suggests
that child welfare–involved youth engage in sexual intercourse earlier than 17 years of
age: one study using national data found the average age of sexual debut for youth in the
system to be 15 years and 13 years for those in OOH care. (34-35) Nationally
representative data of child welfare–involved youth have shown that older adolescent
females had over twice the observed sexual risks, such as forced sex, earlier age of
consensual sex, and teen pregnancy, than their counterparts in the general population.
(36-37)
Using data from the National Survey of Family Growth (NSFG 1995), Carpenter
et al. found that women placed in foster care (16.8 years) or kinship care (16.4 years) as
youth reported statistically significant younger age of sexual debut compared with
women with no exposure to the system (17.4 years) although no difference was found by
placement type. (35) Thus, in a family placement setting, youth had a younger age of
sexual debut compared with their nonplacement counterparts in a similar population in
terms of socioeconomic status (SES). However, this study did not examine differences
among youth in placement in a residential (group) setting. This latter point is an
important limitation because some studies have suggested that the variation in outcomes
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of OOH-placed youth may be related to placement type, where youth in residential
settings, such as group homes, fare much worse than those in familial placements (either
kinship foster or foster). (38-39)
Studies have established that sexual risk behaviors during adolescence are
influenced by perceived familial support, family cohesiveness, parental monitoring, and
caregiver/child communication. (40) For example, Polit et al. (1989) found that among
child welfare clients, young women in OOH care were less likely to engage in voluntary
sexual behaviors compared with their counterparts remaining in home after controlling
for familial dysfunction. (41) Thus, aspects of family dynamics that may be protective are
inherently affected, compromised, and complicated by placement in OOH care and length
of time in the system, including development of secure attachment to a primary caregiver
during infancy and early childhood. (31; 33; 42)
As discussed above, studies of youth in OOH care and adults with histories of
OOH placements have found evidence of poorer SRH compared with their counterparts
in the general population: inconsistent use of male condoms and contraceptives, a higher
prevalence of adolescent pregnancy, and history of unwanted sexual debut. (20; 34; 43;
44-49) However, within the population of youth involved in child welfare, the effects of
OOH placement on SRH have been difficult to establish. Using data from the National
Survey of Child and Adolescent Well-Being I (NSCAW I), James et al. (2009) found that
youth with OOH placement history had lower odds of having engaged in lifetime
consensual sexual intercourse; greater odds of having engaged in first sexual intercourse
consensually at age 13 or older; and greater odds of inconsistent protection during
consensual sexual sex than youth with no placement history. (34) However, these

5

differences were not statistically significant after controlling for age, gender, race and/or
ethnicity, and maltreatment type. (34)
Most studies have not found significant differences in the indicators of SRH, such
as ever engaging in penile-vaginal intercourse (PVI) during one’s adolescent years, early
age of sexual debut, number of lifetime partners, use of contraception and male condoms,
and pregnancy, within the child welfare youth population associated with OOH
placement exposure. However, studies have not examined adverse childhood experiences
(ACEs), particularly physical, sexual, and emotional maltreatment, neglect, and other
experiences of trauma and abuse, such as exposure to violence in one’s household, and
coerced/force first experience of penile–vaginal intercourse, as an effect modifier of the
relationship between OOH placement experience and SRH. (50-56)

Adverse Childhood Experiences (ACEs)
Adverse childhood experiences (ACEs) include experiences of sexual, emotional,
and/or physical abuse; loss and separation from loved ones and/or caregivers; exposure to
parental mental illness and/or substance use in the home; and other stressors that can be
present throughout childhood until the age of 18 years. (57- 58) Studies of ACEs have
established the association between trauma and/or maltreatment early in life and poor
health and quality-of-life outcomes later in adolescence and adulthood, including sexual
risk behaviors, SRH, and mental health (MH) disorders. (12; 49; 59; 50-53; 59-60) A
dose-response relationship has been found between the number and type of abuse in
childhood and unintended pregnancy in adulthood, such that as the number of abuse (i.e.,
psychological, physical, sexual, etc.) types experienced in childhood accumulate, the risk
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of unintended adolescent pregnancy in adulthood increases by about 50%. (51) Research
has also found that ACEs are associated with increased sexual risk behaviors in early
adolescence, increased odds of sexual intercourse by age 15, and increased number of
sexual partners. (53)
The majority of youth (an estimated 3 out of 4) enter the child welfare system
because of allegations of neglect; 17% because of allegations of physical abuse; 8%
because of allegations of sexual abuse; and 7% because of other types of maltreatment,
such as threatened abuse or a parent’s drug of alcohol use. (3) ACEs often occur as a
“constellation”: among youth in the child welfare system, almost 25% of youth placed in
foster care were found to have experienced at least one form of abuse, and an additional
3% were removed from their homes because of possible risk of maltreatment or
voluntarily by a parent. (61) Thus, at least 1 in 4 youth placed in OOH care have
experienced some form of trauma early in life because of abuse and/or neglect.
Placement in OOH care, particularly repeated placements, can trigger disrupted
attachments that youth have established with their families of origin (usually biological
parents) and their caregivers in either foster, kin, and/or group homes. Disrupted
attachment, an adverse experience in and of itself, is linked to internalizing and
externalizing behaviors, which may result in poor health outcomes (mental, physical, and
developmental) for affected youth. This is important because studies have found ACEs to
be a predictor of risk behavior engagement and poor health outcomes throughout the life
course. (51; 53; 62) For child welfare–involved youth experiencing OOH placement, it is
unclear if ACEs contribute to or modify the association between placement and sexual
risk behaviors, hence resulting in poor outcomes. (8; 49; 63-64)
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Significance

Importance of the study: what is known and what is not
Research has consistently shown that youth in foster care and adults with histories
of foster care placement have higher prevalence of poor health, behavioral, and qualityof-life outcomes, including substance abuse, psychiatric disorders, incarceration,
homelessness, and SRH, when compared with their peers in the general population. (9;
12; 44; 65-74). However, the relative impact of OOH placement in and on itself on risk
factors has yet to be firmly established. (8; 49) Compared with the robust amount of
research examining the effect of OOH placement on MH and developmental outcomes
(68-74), relatively minimal research has examined the effects of OOH placement on SRH
among child welfare–involved youth. (33-35; 43; 59; 75-79) Although limited, evidence
suggests that a history of OOH placement is associated with poor SRH outcomes in
adolescence and early adulthood, including teen pregnancy and higher rates of STIs
among young adults compared with their counterparts in the general population. (35; 7576; 80-82)
Given the dearth of evidence on the association of child welfare involvement and
SRH indicators, it is important to better understand the needs of youth under CPS within
the child welfare system. Although there is evidence that youth involved in child welfare
are at a higher risk for poor SRH outcomes, such as STIs and adolescent pregnancy, the
research is mixed when it comes to the specific influence of OOH placement. (33-35; 43;
59; 75-79) Few studies have examined the characteristics of OOH placement, such as
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frequency and length of time spent in OOH care, or the effect of trauma and abuse, such
as exposure to violence in the household, as well as physical, sexual, and/or emotional
maltreatment and neglect. (34-35; 43; 59; 75;79; 83) Experiencing complex trauma in
one’s childhood and/or adolescence has been shown to be linked to poor SRH outcomes
in the general population. As such, a better understanding of the independent effect of
OOH placement on SRH and the interactive effects of ACEs is critical.

Overview of dissertation

Goals and specific aims
The overall goals of the current study were to compare SRH indicators (ever
having penile–vaginal intercourse; early age of sexual debut; reported pregnancy) among
youth involved with the child welfare system through OOH placement. Data were drawn
from the Second National Survey of Child and Adolescent Well-Being (NSCAW II), a
nationally representative sample of children who were referred to child welfare because
of a report of abuse or neglect over a 15-month period. The sample included youth
administered the sexual risk behaviors assessment module of NSCAW II (n = 1,573).
The specific aims of the present study are as follows:

Aim 1: To examine the association between OOH placement and ever having PVI among
youth in the child welfare system after controlling for age, gender, and race/ethnicity and
to determine whether this association is modified by history of neglect; physical, sexual,
or emotional maltreatment; and exposure to household violence. We expect to find a
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significant association after adjusting for all covariates, such that youth placed in OOH
have increased odds of ever having PVI and that trauma will magnify the effect of OOH
placement.

Aim 2: To examine the association between frequency of OOH placement and ever
having PVI among youth in the child welfare system after controlling for age, gender,
race/ethnicity, proportion of time spent in OOH care, and exposure to household violence
and to determine whether this association is modified by age, gender, proportion of time
spent in OOH care and exposure to household violence. We expect to find that the odds
of ever having PVI will incrementally increase by frequency of OOH placement after
adjusting for all covariates and that this association will significantly vary by older age,
gender, increased time spent in OOH care, and higher exposure to household violence.

Aim 3: To examine the association of OOH placement with age of sexual debut and
reported past pregnancy among youth in the child welfare system after controlling for
age, gender, race/ethnicity, use of male condom at last sex, and contraceptive use at last
sex and to determine whether this association is modified by age, gender, and experiences
of past abuse/trauma. We expect to find significant associations of OOH placement and
early age of sexual debut and pregnancy, respectively, after adjusting for all covariates
and that among youth with OOH placement, older youth, females, and youth with
histories of trauma will have higher odds of both earlier age of sexual debut and
pregnancy.
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Organization of the Dissertation
The remaining sections of this introductory chapter present the methods of the
dissertation, which is followed by the disclosure of conflicts of interest and ethical
considerations. Chapter 2 examines the association between ever having OOH placement
and ever having penile–vaginal intercourse, along with the interactive effects of exposure
to household violence, history of maltreatment, and history of neglect (Aim 1). Chapter 3
examines the association of frequency of OOH placement and ever having PVI, and the
interactive effects of age, gender, proportion of time spent in OOH care, and exposure to
household violence (Aim 2). Chapter 4 examines the significance of placement among
youth who have reported PVI by examining differences in age of sexual debut and
pregnancy. Additionally, we examine the interactive effects of age, gender, exposure to
household violence, and worst maltreatment/neglect experienced (Aim 3). The final
chapter (Chapter 5) summarizes the findings from Aims 1–3 and concludes with a
discussion of the study’s limitations and strengths, policy implications, and directions for
future research.

Methodology

Data source and study population: NSCAW II
Using data from the three waves of the NSCAW II, youth aged 11 years and older
with complete data were selected as the population of interest; the data included the
following covariates: age, gender, race/ethnicity, baseline scores for exposure to
household violence, baseline histories of maltreatment and neglect; exposure variables:
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placement characteristics (type, frequency, and proportion of time spent in OOH care);
and dependent variables (ever had PVI yes/no). NSCAW II is a nationally representative
survey of 5,872 youth in the United States aged 0–17.5 years who have been the subjects
of child abuse and/or neglect investigations or assessments conducted by CPS agencies
within a 15-month period beginning in February 2008 and living in all but the four states
that require the agency to be the first contact of the sample members. The NSCAW II
sample was selected using a two-stage stratified sample design. The United States was
divided into nine sampling strata: eight “key states” with the largest child welfare
caseloads and a ninth stratum consisting of the remaining 38 states and the District of
Columbia. Within each of the nine strata, primary sampling units (PSUs) were defined
for the sample as geographic areas that encompass the population served by a single CPS
agency.
Collection for the first time point (Wave 1) of the study began in March 2008 and
was completed in 2009. Data collection for the second time point of the study (Wave 2)
was launched 18 months after the close of the NSCAW II index investigation, beginning
in October 2009, and was completed in January 2011. Data collection for the final time
point of the study (Wave 3) began in June 2011 and was completed in December 2012.
At Wave 2, 80.9% (n=4746) of the Wave I cohort responded, and in Wave 3, 78.9% of
the core cohort (Wave I) cases (n=4143) responded. Our analyses use variables drawn
from all three waves of NSCAW II.

Analytic Sample
The entire NSCAW II cohort consisted of 5,872 cases. Of these, 4,232 cases had
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full data for placement. Youth aged 11 years and older at the time of data collection were
eligible for the sexual behaviors and child maltreatment Audio Computer-Assisted SelfInterview (ACASI) modules survey administration, (84) resulting in a total of 1,573
children (unweighted) eligible for the sexual behavior screening modules of the study at
any wave. Of these, 548 weighted cases responded “yes” to the sexual history question of
having ever had a past history of PVI in any of the three waves, and 676 responded “no”
(N = 1224). Of the 1224, we removed four cases with missing data on gender and
race/ethnicity, an additional 124 cases missing a baseline VEX-R score, and an additional
106 cases missing derived number of placements for the Aim 2 final analytic sample
(N=990). The Aim 1 final analytic sample (N=610) of cases was attained after further
removing 301 cases missing recorded history of placement status, an additional four
cases missing baseline history of maltreatment or neglect, and an additional 75 cases
missing weights. The Aim 3 final analytic sample (N=377) was attained from the 548
cases that responded “yes” to ever having penile–vaginal intercourse, of which we
removed 13 cases missing recorded age of sexual debut, and an additional 158 cases with
incomplete data for the demographic variables (age as recorded at Wave 1, gender, and
race/ethnicity), response to the question regarding forced first sex, and history of
abuse/trauma (worst type of maltreatment/neglect experienced; exposure to household
violence score as recorded at Wave 1).

Study Variables and Measures
Outcomes. Engagement in penile–vaginal intercourse, the dependent variable (outcome)
for Aims 1 and 2, was specified with a positive answer (“yes”) to the question “Have you
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ever had sex or sexual intercourse?” during data collection at Waves 1, 2, or 3. In
NSCAW II, sexual intercourse or sex was defined as “where a male puts his penis into a
female’s vagina.” A negative answer to this question was coded as “no” if the participant
did not report having ever engaged in the specified sexual activity in all three waves of
data collection. In addition, for Aim 3, the dependent variables examined were age of
sexual debut and reported past pregnancy. Age of sexual debut was defined by the
question “How old were you this first time you had sex,” which followed an affirmative
response to the question “Have you ever had sex or sexual intercourse?” The range of
responses was 8 through 18 years of age; youth reporting age of sexual debut as younger
than 8 years were given a value of 8 and youth reporting age of sexual debut as older than
18 were given a value of 18. We used the mean of the variable to categorize this as
follows: 13 years and younger (early age of sexual debut) versus older than 13 years.
Reported past pregnancy was coded as positive if the respondents answered “yes” to the
question “How many times have you ever been pregnant/gotten someone pregnant” at
either Waves 1, 2, or 3.

Exposure. Placement history, the independent variable for Aims 1 and 3, was specified as
having been placed in any form of OOH care (kinship, foster, group home, other) at
either Wave 1, 2, or 3 and as “no” if the participant had never been placed in OOH care
(i.e., foster care) in all three waves of data collection. For Aim 2, the exposure was
defined as frequency of OOH placement, specified as having been placed in any form of
OOH care (kinship, foster, group home, and/or other) by completion of the study or as
none. The range of placements in our sample was from 0 (having never been placed in
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OOH care and remaining at home) to a maximum of 13 OOH placements over the course
of the study (approximately 39 months). We categorized the independent variable into
four levels of OOH placement: none (77%), one (14%), two or three (6%), and four or
more (3%).

Covariates. All data for the demographic and trauma history covariates used in our
analyses were collected for each case at Wave 1 (baseline). We included variables shown
to be independently associated with ever having PVI among adolescents in the general
population (YRBS 2017) as covariates: age, gender 1 (female or male), and race/ethnicity
(non-Hispanic black, non-Hispanic white, Hispanic, or other). (30; 34-35; 43; 75-76; 8083; 85) In addition, we considered six covariates as possible effect modifiers for the
relationship between placement and the outcome. These covariates included physical
maltreatment (defined as having ever been hit, slapped, kicked, punched, or physically
abused in any other manner by a parent/adult/caregiver), sexual maltreatment (defined as
having had vaginal, anal, or oral sexual intercourse), digital penetration, genitals touched,
masturbated, or sexually abused in any other manner by a parent/adult/caregiver),
emotional maltreatment (defined otherwise as being made to feel unloved, fearful,
threatened, coerced, or otherwise psychologically abused by a parent/adult/caregiver),
physical neglect (defined as not being given food, clothing, shelter, attention to hygiene,
or taken to the doctor by a parent/adult/caregiver), nonphysical neglect (defined as not
having safety, security and survival needs met other than physical by a

We acknowledge that the majority of the literature uses “sex” assigned at birth as a
covariate. For the purposes of our study and for consistency, we use the term “gender”
because it appears in the NSCAW II dataset with response options “female” or “male.”
1
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parent/adult/caregiver), and witnessing household violence (defined as having seen or
experienced violence in the home including yelling, slapping, spanking, beating, shoving,
throwing, use of a gun or knife, stabbing, shooting, arrest, dealing of drugs, and/or
stealing).
We used the Violence Exposure Scale—Home (VEX-R) value recorded in
NSCAW II. VEX-R, developed by Fox and Leavitt (86), is designed as a scale ranging
from 0 (having never witnessed/experienced violence in the home) to 19 (having
witnessed the events described over the course of a lifetime once, a few times, or often).
Hereafter, VEX-R will be referred to as the mean exposure to household violence. For
Aim 3, we considered contraception use at last sex and use of male condom at last sex as
meaningful “protective behaviors” to include as covariates in our analysis for examining
the outcome of pregnancy. Contraceptive method used at last sex was collected through
the following question: “The most recent time you had sex, what method or methods did
you or your partner use to prevent a pregnancy?” Responses included having used either
birth control pill, birth control injection, birth control patch, and/or other method of
contraceptive or did not use any method. Those responding with any of the answers but
the last were considered to be using contraception. Male condom use at last sex was
collected through the following question: “The most recent time you had sex, did you or
your partner use a male condom?” The responses included having used a male condom or
did not use any method. We specified the use of condoms at last sex as yes or no. In
addition, we included three variables indicating past traumatic experiences associated
with risk of poor SRH in adolescence (20; 29; 87): experience of forced or coerced first
sexual intercourse, most severe maltreatment and neglect experienced, and exposure to
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household violence. (20; 29; 53-54; 87-91) Forced first sex was collected through the
following question: “Thinking about the first time you had sex, would you say it was
forced or not forced? ‘Forced’ means that the sex was against your will, and ‘not forced’
means it was something that you wanted to happen or that it was okay with you.”
Forced/against one’s will was coded as “yes” and not forced “no (I wanted it to happen,
or it was okay with me).” History of maltreatment and neglect at baseline was specified
using the response to the question, “What was the most serious type of abuse neglect
assigned at Wave 1 for the participant,” and defined in the NSCAW dataset with the
following six categories: physical maltreatment, sexual maltreatment, emotional
maltreatment, physical neglect (i.e., caregiver failed to provide for the child), nonphysical
neglect (i.e., caregiver failed to supervise the child), and other forms of abuse (including
abandonment, moral/legal maltreatment, educational maltreatment, exploitation,
premature or low birth weight, substance exposure, domestic violence, parent abusing
substances, voluntary relinquishment, child in need of services (CHINS), and
investigation needed to receive services). Because of the small sample sizes in three of
these categories (emotional maltreatment, physical neglect, and nonphysical neglect
categories), we collapsed emotional maltreatment into the “other” category and collapsed
the “physical neglect” and “nonphysical neglect” categories into the “neglect” category.
Thus, the derived variable used in our analyses had four categories: physical
maltreatment, sexual maltreatment, neglect, and other. We dichotomized the VEX-R
using the mean of the distribution (less than 6 versus 6 or higher).

Statistical Analysis
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Descriptive statistics were used to examine the distribution of the exposure by the
demographic, history of traumatic events, and placement characteristic covariates. For
Aims 1 and 3, exposure was defined as ever having OOH placement (yes/no). For Aim 2,
exposure was defined as the frequency of OOH placement categorized as zero; one; two
or three; and four or more times. Demographic covariates were defined as age in years at
Wave 1 of the study, gender (male or female), and race/ethnicity (non-Hispanic black,
non-Hispanic white, Hispanic, other). History of traumatic events was defined as
exposure to household violence score, utilizing the VEX-R (for all three aims); history of
maltreatment/neglect recorded at Wave 1 (for Aim 1), defined by five variables (physical
maltreatment, sexual maltreatment, emotional maltreatment, physical neglect, neglect
other than physical) each with responses of yes/no; history of the worst type of
maltreatment/neglect recorded at Wave 1 (for Aim 3), defined as physical maltreatment,
sexual maltreatment, neglect, or other; and recorded sexual debut as unwanted (for Aim
3). Descriptive statistics were used to determine the prevalence of the outcomes among
the entire sample and by exposure status. The outcome for Aims 1 and 2 was ever having
PVI (yes/no). For Aim 3, two outcomes were examined: age of sexual debut (defined as
younger than 13 years of age or older) and pregnancy reported (yes/no).
Wald chi-square tests were used in bivariate analyses to assess the associations of
each categorically defined covariate with the defined exposure and outcomes,
respectively, in each aim. T-tests were used to assess significant differences based on the
exposure status of the means of continuous variables. A logistic regression was used to
estimate the strength of the association between the exposure and outcomes before and
after adjusting for selected covariates. Consistent with previous studies (30; 34-35; 43;
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55; 59; 75-76; 80-83; 85; 92), we considered age, gender (female or male), and
race/ethnicity (non-Hispanic Black, non-Hispanic white, Hispanic, or other) as covariates
that may confound the relationship between exposure and outcome.
For Aim 1, we fit five models to examine the association between OOH
placement (yes/no) and PVI (yes/no) before (crude) and after adjustment by successively
adding the following covariates to the previous model: demographic characteristics
(continuous age in years, gender, and race/ethnicity); maltreatment history variables
(physical, sexual, and emotional); neglect history variables (physical and other); and
exposure to household violence mean score. Finally, the interaction terms of OOH
placement with physical maltreatment, sexual maltreatment, emotional maltreatment,
physical neglect, neglect other than physical abuse, and witnessing/experiencing
household violence were tested in the final model to determine whether the association
between placement and ever having PVI varies with these characteristics. To avoid issues
of multicollinearity, each interaction term was tested separately in the final model.
For Aim 2, we fit four models to examine the association between frequency of
OOH placement (four-level ordinal categorical) and PVI (yes/no) before (crude) and after
adjustment by successively adding the following covariates to the previous model:
demographic characteristics (categorical age at Wave 1 12 years of age and younger vs.
older, gender, and race/ethnicity); proportion of time spent in OOH care (0-1); and
categorical exposure to household violence (VEX-R score of 6 or greater/less than 6).
Finally, the interaction terms of frequency of OOH placement category with age at Wave
1, gender, proportion of time OOH, and exposure to household violence variables were
tested in the final model to determine whether the association between placement and
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ever having PVI varies with these characteristics. To avoid issues of multicollinearity,
each interaction term was tested separately in the final model.
For Aim 3, we fit three models to examine the association between OOH
placement ever (yes/no) and the two outcomes: early age of sexual debut (13 years of age
or younger/older than 13 years) and pregnancy (yes/no) before (crude) and after
adjustment; this was done by successively adding the following covariates to the previous
model: demographic characteristics (categorical age at Wave 1 of 14 years of age and
younger versus older, gender, and race/ethnicity); histories of trauma (unwanted first sex
(yes/no), exposure to household violence score (6 or higher/less than 6), and most severe
abuse experienced) for the outcome of early age of sexual debut. The model for the
outcome of pregnancy additionally adjusts for early age of sexual debut, use of
contraception at last sex (yes/no), and use of male condom at last sex (yes/no). Finally,
the interaction terms of frequency of OOH placement category with age at Wave 1,
gender, and histories of the worst maltreatment/neglect experienced, forced first sex, and
exposure to household violence were tested in the final models to determine whether the
association between placement and the outcomes varied with these characteristics. To
avoid issues of multicollinearity, each interaction term was tested separately in the final
models.
Data management and statistical analyses were conducted in SAS Version 9.3
(SAS Institute, Cary, NC) using the PROC SURVEY command to account for the
complex survey design and to yield unbiased standard errors. The tables and appendix
present unweighted sample sizes but weighted estimates of proportions, standard errors,
and odds ratios (ORs) with corresponding 95% confidence intervals (CIs). Although the
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sample sizes in the tables were unweighted, appropriate sample weights and clustering
variables were used to generate national estimates of the child welfare population.
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Chapter 2. Placement in out-of-home care and penile–vaginal intercourse among
United States youth: An analysis of the National Survey of Child and Adolescent
Well-being (NSCAW) II, 2014.
Abstract
Objective: To examine the association between out-of-home (OOH) placement and ever
having penile–vaginal intercourse (PVI) among youth in the child welfare system after
controlling for age, gender, and race/ethnicity and to determine whether this association
is modified by history of neglect; physical, sexual, or emotional maltreatment; or
exposure to household violence.
Methods: This study is a secondary, cross-sectional data analysis of the National Survey
of Child and Adolescent Well-being II (NSCAW II) Waves 1–3. NSCAW II is a
nationally representative survey of youth who have been subjects of investigation by
Child Protective Services (CPS). Using a sample of 610 cases, we used logistic
regression to quantify the main association and test for interactions. The exposure, OOH
placement history, was specified as ever having placement in any form of OOH care
(kinship, foster, group-home, other). The outcome, ever having PVI, was specified with a
positive answer (“yes”) to the question, “Have you ever had sex or sexual intercourse
defined as when a male puts his penis into a female’s vagina?”
Results: In the unadjusted model, there was a significant association between having
been placed in OOH care and ever having PVI (OR=2.82; 95% CL=1.47–5.41). The
association remained significant after adjusting for sociodemographic characteristics (age
in years, gender, and race/ethnicity) and history of maltreatment (physical, sexual, and
emotional maltreatment): youth with OOH placement had over twice the odds of ever
having PVI (OR=2.16; 95% CL=1.03–4.54). However, further adjustment by past
experiences of physical neglect, nonphysical neglect, and witnessing events of household
violence resulted in no statistical association between placement and ever having PVI
among youth in the child welfare system. There was heterogeneity in the association
between placement and ever having PVI by histories of sexual maltreatment and
nonphysical neglect.
Conclusions: There was no significant association between OOH placement and ever
having PVI during adolescence in our main fully adjusted model. Among youth without
history of sexual maltreatment, placement in OOH care was associated with increased
odds of ever having PVI. Similarly, among youth without history of nonphysical neglect,
placement in OOH care was associated with increased odds of PVI. OOH placement
may increase the odds of ever having PVI among youth placed in OOH care that have not
experienced either sexual maltreatment or nonphysical neglect after controlling for all
other forms of trauma and abuse, and demographic covariates. Our results suggest that
removal from home confers neither a protective nor harmful effect on history of
adolescent PVI among child welfare–involved youth; but this may differ by types of
experienced maltreatment and/or neglect.
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Introduction

Approximately 3.5 million children had contact with Child Protective Services
(CPS) in 2017, with 2.4 million cases resulting in an investigation (1). Of these, an
estimated 674,000 children were found to be “victims” of maltreatment (75%
experienced neglect, 18% physical abuse, and 9% sexual abuse), and 2,872,000 were
labeled “nonvictims” (1). Overall, an estimated 442,995 children and adolescents
between the ages of 0 and 20 years were in out-of-home (OOH) care (often referred to as
"foster" care of which foster home placement is one type) in 2017, representing about
0.6% of youth in the United States (1-2). In general, youth enter OOH care from infancy
to age 18 years although state-level regulations may allow older youth to enter into foster
care. The median age of youth in OOH care during 2017 was 7.7 years, with the median
age for those entering 6.1 years and for those exiting 7.8 years (3-6). Females comprised
48% of the youth in the system (4). Although youth in OOH care reflect the larger
demographic distribution of youth in contact with CPS, there are disparities when
compared with the general population of youth by race/ethnicity (2-4). In 2017, nonHispanic Black youth were overrepresented in OOH care (23%) relative to youth under
the age of 18 in the United States general population during the same time period (14%);
non-Hispanic white (44%) and Hispanic (21%) youth were slightly underrepresented
compared with their share of youth under the age of 18 in the United States general
population (51% and 25%, respectively) (2-4).
Youth with histories of OOH care have been found to engage in sexual activity
during adolescence at younger ages than their counterparts in the general population (7-
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12). In the United States, youth first engage in consensual sexual activity at an average
age of 17 years (13-17). However, youth with histories of child welfare involvement,
particularly foster care placement, have been found to begin engaging in sexual behaviors
younger than 17 years (18-19). This early engagement may in part be a response to
experiences of abuse and/or trauma; the same episodes of trauma and/or abuse that may
have prompted a removal from the home. Such experiences of trauma/abuse and
separation from known caregivers early in the life course have been shown to be
associated with sexual risk behavior (20-22). For example, James et al. found that the
average age of sexual debut was 15 years for youth having contact with the child welfare
system and 13 years among youth placed in foster care (18). Risky sexual behavior,
including early age of sexual debut, during adolescence has been established as an
independent predictor of poor sexual and reproductive health outcomes throughout the
life course (19-24). However, the general population does not provide the best
comparison group for youth experiencing OOH placement. A comparison to a cohort of
youth with experiences of abuse, neglect, and/or exposure to household violence and
having contact with the child welfare system but not placed in foster care allows for a
more accurate examination of relationships between OOH placement and adolescent
sexual and reproductive health (SRH) indicators (11-12; 18-19; 25-31).
Previous studies have documented the negative effects of maltreatment during
childhood on health, as well as a possible relationship between exposure to the child
welfare system and chronic health outcomes (29; 31-33). At least one in four youth in
care have experienced some form of trauma early in life because of abuse and/or neglect:
23% of youth placed in foster care have experienced at least one form of abuse, and an
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additional 3% were removed from their homes because of possible risk of maltreatment
or were taken out of their homes voluntarily by a parent (34). Studies have consistently
found adverse childhood experiences (ACEs), such as physical and/or sexual
abuse/trauma, maltreatment, and neglect, to be predictors of risk behaviors (substance
use, sexual, etc.) and poor health outcomes (chronic conditions, mental health illness,
homelessness) throughout the life course (35-36). What is less clear is if ACEs may act as
an effect modifier; does removal from the home for OOH placement interact with ACEs
to result in increased odds of sexual risk behavior and poorer SRH outcomes later in life
among child-welfare involved youth (37-48)?
To address the gaps in the literature, the current study aims to examine the
relationship between being placed in OOH care and PVI in adolescence among youth
having contact within the child welfare system in the United States. I further examined
the histories of abuse, neglect, and witnessing/experiencing household violence as effect
modifiers of OOH placement on PVI.

Methods

The current study utilizes data from the National Survey of Child and Adolescent
Well-being II (NSCAW II) 2014, a longitudinal cohort study following the same group of
youth over time using three distinct time points (waves) of data collection. Our analyses
use variables drawn from all three waves of NSCAW II. NSCAW II is a nationally
representative survey of 5,872 youth in the United States aged 0–17.5 years who have
been the subjects of child abuse and/or neglect investigations or assessments conducted
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by CPS agencies within a 15-month period beginning in February 2008 and living in all
but four U.S. states2. The NSCAW II sample was selected using a two-stage stratified
sample design. The United States was divided into nine sampling strata: eight “key
states” having the largest child welfare caseloads, and the ninth stratum consisting of the
remaining 38 states and the District of Columbia. Within each of the nine strata, the
primary sampling units (PSUs) were defined for the sample as geographic areas that
encompass the population served by a single CPS agency.
Collection for the first time point (Wave 1) of the study began in March 2008 and
was completed in 2009. Data collection for the second time point of the study (Wave 2)
was launched 18 months after the close of the NSCAW II index investigation began in
October 2009 and was completed in January 2011. Data collection for the final time point
of the study (Wave 3) began in June 2011 and was completed in December 2012. At
Wave 2, 80.9% (n=4746) of the Wave 1 cohort responded, and in Wave 3, 78.9% of the
core cohort (Wave 1) cases (n=4143) responded. (49)

Study variables
Engagement in PVI—the dependent variable for the analysis—was specified with
a positive answer (“yes”) to the question “Have you ever had sex or sexual intercourse?”
during data collection at Waves 1, 2, or 3. In NSCAW II, sexual intercourse or sex was
defined as “where a male puts his penis into a female’s vagina.” A negative answer to
this question was coded as “no” if the participant did not report having ever engaged in

2

The four states that were not included in the survey have policies requiring the welfare
agency offering child protective services (CPS) to act as the first point of contact for
recruitment of the sample members.
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the specified sexual activity in all three waves of data collection. OOH placement
history—the independent variable—was specified as having been placed in any form of
OOH care (kinship, foster, group-home, or other) at either Wave 1, 2, or 3 and as “no” if
the participant had never been placed in OOH care throughout all three data collection
waves. We included variables shown to be independently associated with ever having
PVI among adolescents in the general population (YRBS 2017) as covariates: age, gender
(female or male), and race/ethnicity (non-Hispanic Black, non-Hispanic white, Hispanic,
or other) (7-13; 18-19; 25-26; 50-52).
In addition, we considered six covariates as the possible effect modifiers of the
relationship between OOH placement and PVI; these covariates included physical
maltreatment (defined as having ever been hit, slapped, kicked, punched, or physically
abused in any other manner by a parent/adult/caregiver), sexual maltreatment (defined as
having had vaginal, anal, or oral sexual intercourse, digital penetration, genitals touched,
masturbated, or sexually abused in any other manner by a parent/adult/caregiver),
emotional maltreatment (defined as being made to feel unloved, fearful, threatened,
coerced, or otherwise psychologically abused by a parent/adult/caregiver), physical
neglect (defined as not being given food, clothing, shelter, attention to hygiene, or taken
to the doctor by a parent/adult/caregiver), nonphysical neglect (defined as not having
safety, security, and survival needs met other than physical by a parent/adult/caregiver),
and witnessing household violence (defined as having seen or experienced violence in the
home including yelling, slapping, spanking, beating, shoving, throwing, use of a gun or
knife, stabbing, shooting, arrest, dealing of drugs, and/or stealing). We used the Violence
Exposure Scale—Home (VEX-R) value recorded in NSCAW II. VEX-R, which was
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developed by Fox and Leavitt (53), is designed as a scale ranging from 0 (having never
witnessed/experienced violence in the home) to 19 (having witnessed the events
described over the course of a lifetime once, a few times, or often). All the data for all
covariates used in our analysis were collected for each case in our sample at baseline.

Analytic Sample
Youth aged 11 years and older at the time of data collection were eligible for
administration of the sexual behaviors and child maltreatment Audio Computer-Assisted
Self-Interview (ACASI) modules of the survey (49). Out of a total of 1,069 children
eligible for the sexual behavior screening modules at any wave, 666 reported past
engagement in sexual activity at least once throughout their lifetime, and 403 reported
having never engaged in sexual activity. From these cases, we then identified those with a
recorded history of placement status in the study sample (n=703). Of these 703 cases, we
removed one case because of missing race/ethnicity data, four cases with missing records
of the presence or absence of maltreatment or neglect at baseline, and 13 cases with
missing records of having witnessed or not experiencing household violence. This
resulted in 685 eligible cases. Of these, 75 cases were missing information for the weight
variable and were removed. The final analytic sample consisted of 610 (unweighted)
cases.

Statistical Analysis
The descriptive statistics were calculated for the selected characteristics of the
entire sample and by PVI. Significant differences by PVI were examined using a Wald
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chi-square test analysis for categorical variables and t-test for continuous variables. A
logistic regression was used to estimate the strength of the association between OOH
placement history and PVI before and after adjusting for the selected covariates.
Consistent with previous studies (7-13; 18-19; 25-26; 50-52), we considered age, gender
(female or male), and race/ethnicity (non-Hispanic Black, non-Hispanic white, Hispanic,
or other) as the covariates that may confound the relationship between placement and
ever having penile–vaginal intercourse. To test whether the strength of the association
between placement and penile–vaginal intercourse differed by histories of physical
maltreatment, sexual maltreatment, emotional maltreatment, physical neglect, neglect
other than physical, and witnessing/experiencing household violence, the interaction
terms between each of these variables and placement history were tested.
Data management and statistical analyses were conducted in SAS using PROC
SURVEYs to account for the complex survey design and to yield unbiased standard
errors. The tables present the unweighted sample sizes and weighted estimates of the
proportions, standard errors, and odds ratios (ORs) with corresponding 95% confidence
intervals (CIs).

Results

The characteristics of the study sample are presented in Table 1. The mean age of
the sample was 12.7 years, with almost half (48.9%) of the sample less than or equal to
12 years of age upon entry into the study. About 60% of the sample was female; more
than a third of the sample identified as non-Hispanic white (34%). More than a third
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(34%) of the sample had experienced some form of neglect other than physical neglect,
and a third (33.4%) had experienced physical maltreatment. Moreover, at least 1 in 10
youth had experienced physical neglect (14%), sexual maltreatment (12%), and
emotional maltreatment (10.5%). The majority (92%) of the sample had witnessed at
least one event of household violence; over a third (35%) had witnessed between four and
six events by the time they entered the study. Almost a third (30.6%) of the sample had
been placed in OOH care (foster, kin, group, or other) by the third wave of the study.
Over half (55.1%) of the sample reported PVI by the third wave of the study.
Table 1 also compares the distribution of selected covariates according to reported
PVI. Youth reporting PVI were significantly more likely to be older (13 vs. 12 mean
years of age, p<.0001), non-Hispanic Black (33.3% vs. 13.6%, p<.0054), have a higher
mean score for exposure to household violence (6.3 vs. 5.0, p<.0001), and have
experienced at least one OOH placement (40.0% vs. 19.1%, p=.0028) compared with
those not reporting PVI. There was no difference in gender, experiences of maltreatment
(physical, sexual, or emotional), or experiences of neglect (physical, or other) by PVI.
Table 2 shows the unadjusted and adjusted ORs for PVI and OOH placement.
Youth placed in OOH care had 2.82 (95% CI: 1.47–5.41) times the odds of PVI
compared with youth without OOH placement. However, after adjusting for
sociodemographic characteristics (age, gender, and race/ethnicity), the association was
not significant (AOR: 1.67; 95% CI: 0.80–3.49). Youth placed in OOH care had 2.16
(95% CI: 1.03–4.54) times greater odds of PVI compared with youth never placed after
adjusting for age, gender, race/ethnicity, and maltreatment (physical, sexual, and
emotional). However, the association was insignificant after further adjusting for neglect
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(physical and other) and exposure to household violence (AOR: 1.83; 95% CI: 0.86–
3.86).
There was no significant heterogeneity of the association between OOH
placement and PVI associated with experiences of physical maltreatment (p-value for
interaction=0.0648), emotional maltreatment (p-value for interaction=0.1706), physical
neglect (p-value for interaction=0.2994), or exposure to household violence (p-value for
interaction=0.2971). However, the association between OOH placement and PVI varied
with experiences of sexual maltreatment (p-value for interaction=0.0441) and experiences
of nonphysical neglect (p-value for interaction=0.0390). Table 3 shows the ORs and 95%
CIs of our stratified analyses for sexual maltreatment and placement and nonphysical
neglect and placement, respectively. Among youth without a history of sexual
maltreatment, those placed in OOH care had more than double the odds of PVI, with a
confidence interval slightly crossing the null value of 1.00 (OR: 2.51; 95% CI: 0.99–
6.36) compared to those without placement. Similarly, among youth without a history of
nonphysical neglect, those placed in OOH care had almost three times the odds of PVI
(OR: 2.89; 95% CI: 1.14–7.37) compared to those without placement. There was no
significant association between placement experience and PVI among youth with past
experiences of sexual maltreatment (OR: 0.34. 95% CI 0.04–2.87), or for youth with past
experiences of nonphysical neglect (OR: 1.11; 95% CI: 0.34–3.57).

Discussion
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The results of our analyses indicate that over half of the sample had PVI at least
once in their lifetime by the end of the study (Wave 3). Both groups were similar in terms
of gender, maltreatment (physical, sexual, and emotional), and neglect (physical and
nonphysical) lifetime experiences recorded at baseline. The two groups significantly
differed in age, race/ethnicity, and experience of exposure to household violence. In our
crude analysis, the odds of lifetime experience of having PVI were higher for those youth
having OOH placement, which is consistent with past studies of sexual and reproductive
risk behaviors and SRH outcomes of youth impacted by placement. In our final adjusted
model, after controlling for all covariates, youth having OOH placement throughout the
time frame of the study did not differ from those not placed in ever having PVI. The
impact of contact with the child welfare system itself, regardless of OOH placement may
be most influential for youth having PVI in adolescence. However, the types of past
trauma experienced, or lack thereof, may interact with OOH placement to increase the
odds of PVI for child welfare involved youth.
Further analysis of the interactive effects of adverse experiences, such as
maltreatment, neglect, and exposure to household violence with placement, showed
significant differences in PVI associated with OOH placement among a cohort of youth
involved with CPS, and these varied by the type of adverse event(s) experienced. Youth
with no history of sexual maltreatment and no history of nonphysical neglect but placed
in care had greater odds of engaging in penile–vaginal intercourse. While removal from
one’s home because of sexual abuse or psychological/emotional neglect may confer a
minimally protective effect, if any, when it comes to risky sexual behavior for
adolescents, the experience of disrupted attachment for those youth without such adverse
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experiences may result in their engaging in risky sexual behavior, possibly to form closer
bonds to others. More research is needed to establish how removals from the home differ
by varying experiences of maltreatment and neglect type within the child welfare system.
Although we acknowledge that the primary aim of child welfare, and in particular OOH
placement, is not to impact SRH outcomes of youth, this vulnerable population is
engaging in risky sexual behaviors at a critical age in the life course. As such, this
warrants the attention of a system that is meant to protect them from further harm.
Our findings are consistent with a few comparable studies examining youth in the
child welfare system and the impact OOH placement (18; 50). These studies did not find
significant differences in multivariate analyses of youth having sexual intercourse by
placement history (18, 50). Notably, these studies did not account for maltreatment,
neglect, and exposure to violent experiences. In our study, we found that after adjusting
for all possible confounders and accounting for interactions, youth placed in OOH did not
differ from youth remaining in their homes and PVI in adolescence. Our findings suggest
that youth in the child welfare system are engaging in sexual behavior early in
adolescence, regardless of their placement history. This increases their risk of developing
poor sexual and reproductive health outcomes, such as unintended pregnancy, sexually
transmitted infection, including HIV, and giving birth at a young age, throughout the life
course. OOH placement may not “protect” children from engaging in sexual intercourse
at a relatively young age, and depending on their history of maltreatment and/or neglect,
OOH placement may increase the odds of becoming a sexually active young adolescent.
Studies have consistently found ACEs, such as physical and/or sexual
abuse/trauma, maltreatment, and neglect, to be predictors of risky behavior engagement
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and poor health outcomes throughout the life course (35-36). ACEs may interact with
placement (i.e., act as an effect modifier), resulting in riskier behaviors among youth with
such experiences and poorer outcomes later in life (42-48; 54). Although the prevalence
of trauma is common in the general population, including childhood abuse and neglect,
having contact with the child welfare system is not as prevalent (42; 55-57). Experiences
with CPS and removal from one’s home vary by race and ethnicity, level of education
completed, and socioeconomic status, despite there being no significant difference
between subpopulations in the incidence of maltreatment including abuse and neglect
(58-60). Keeping the child in their home, with “permanency,” is considered a “best
practice” and is the jurisdictional goal of state-level child welfare entities, yet the
outcomes for youth vary considerably in this regard. Little research has focused on the
individual, family, and system characteristics of placement that may inform the
prediction of the optimal outcomes of affected youth (61-66). The risk factors related to
CPS contact include the mental health of a parent, incarceration of a parent, domestic
violence, and substance use (alcohol or drug) in the household, among others (67).
Children in care often come from impoverished homes and have biological
parents/primary caregivers with low levels of educational attainment, lack of resources,
minimal social capital/networks, economic-related stress, limited employment
possibilities, and familial strife, leading to intervention from the child welfare system
(68-69).
Studies of ACEs have found that for every one type of adverse event experienced
(i.e., being the victim of abuse, witness to violence, etc.) the odds of a variety of poor
health outcomes throughout the life course increases (35-36; 40; 70). One of the
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established findings of the ACEs framework is the evident dose-response relationship:
the higher the cumulative frequency of ACE type, the more likely the risk for poor health
outcomes. It is important to contextualize the implications and limitations of ACEs as a
relatively simple construct framework for understanding an extremely complex
phenomenon, however (71). The original ACE measurement “weighs” 10 specified
categorical types of adverse experiences within three broad domains (abuse, household
challenges, and neglect) with a value of one: in other words, the weight of an experience
of sexual abuse is one—even if an individual has experienced sexual abuse once (one
event) or many times, repeatedly over the course of a particular developmental stage in
the life course, or with more than one perpetrator of the abusive events. Similarly,
experiencing the separation/divorce of caregivers is equal in weight to experiencing
physical neglect. Our study findings suggest that different forms of abuse (or adverse
childhood events using the ACE framework) may have differing impacts. For example,
having experience with certain physical maltreatment, emotional maltreatment, physical
neglect, and household violence did not interact with placement to increase the odds of
being a sexually active adolescent. However, controlling for all other abuse/trauma
experiences, youth that had not experienced sexual maltreatment but were removed from
their homes had increased odds of PVI compared to those that were not removed from
their homes. Among the youth that had experienced sexual maltreatment, there was no
difference in PVI by placement. Given that there is evidence that experiencing sexual
abuse early in life is associated with increased risky sexual behavior, as well as a younger
age of sexual debut, in the general population, placement may be protective in the case of
sexual maltreatment. But in the absence of sexual maltreatment, placement may have had
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the unintentional effect of placing youth at higher odds of sexual behavior risk during the
adolescent developmental stage. This could be explained in part as a “response” to the
disrupted attachment with primary caregivers (72); more research is needed. Experiences
of abuse combined with the trauma experienced when one is removed from one’s primary
caregiver may result in disrupted attachment development, manifesting in sexual
behavior as a way of establishing “secure” attachment with another (73-74).
Similarly, our study found that among youth that had not experienced nonphysical
neglect (i.e., emotional or psychological; interpersonal) but were removed from their
homes had increased odds of PVI after controlling for all other trauma variables and
demographics compared to those remaining at home. Among the youth that had
experienced nonphysical neglect, there was no difference in the odds of PVI. The
association between neglect and sexual behavior in childhood has not been widely
studied (75-76). As with maltreatment, our findings suggest that the type of neglect may
be predictive. Within the NSCAW study, physical neglect was defined as a “failure to
supervise or provide for the child,” whereas neglect nonphysical neglect was defined as
“inability to show or tell child that they are loved” (49). Given these differences in the
type of neglect experienced, our finding may be explained by the need to form secure
attachments that are primarily emotional and/or psychological as opposed to the security
of having physical survival needs met (such as shelter, food, or clothes, for example) (7274).

Strengths
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A strength of the current study is the use of children in contact with CPS but not
placed in OOH care as a comparison group to examine the differences in adolescent PVI,
especially given similar predisposing characteristics of past maltreatment, experiences of
neglect, and exposure to household violence. Because most studies in the literature have
examined the impact of foster care placement using cohorts of adults with past histories
of placement (i.e., foster care alumni) compared with the general population (9; 11-12;
18-20; 25-26; 50), the strength of our study is found in the use of a counterfactual
comparison group—youth with similar histories and sociodemographic characteristics
currently in the child welfare system. Another strength of the present study is the use of
data from the only nationally representative sample of youth currently in the child
welfare system differing by placement in foster care. Using these data, our study allows
for an examination of the characteristics and associations that are generalizable to the
understudied and highly vulnerable population of youth involved with CPS without the
threat of recall bias found in studies of adults (alumni) with past histories of child welfare
and foster care placement.

Limitations
The cross-sectional study design does not allow us to establish a temporal
relationship between the exposure and outcome, thus limiting our ability to establish a
causal effect of OOH placement on penile–vaginal intercourse during adolescence. The
relatively small sample size of youth eligible for the sexual behaviors module of the
survey limited to penile–vaginal intercourse between males and females underestimates
the relationship between placement and all sexual behaviors early in life as an adolescent.
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The broad definition of “OOH” placement as the exposure (independent) variable in the
current study does not allow for nuanced interpretations of our results. The classification
of the “exposure” is relatively crude in our study and may capture a high level of
variation that may further underestimate the magnitude of the association and statistical
significance between placement and the outcome of sexual activity after adjusting for the
covariates although the results are within the expected direction (increased odds among
those with histories of placement of being sexually active).
The outcome measure of sexual behavior, which is defined as insertive/receptive
penile–vaginal intercourse between a “male” and “female,” is limited because it does not
capture the broad spectrum of sexual behaviors that may put adolescents at risk, including
anal and oral intercourse. Furthermore, the binary classification of gender as male/female
does not capture differing gender identities, regardless of sex assigned at birth. As such,
we infer the likelihood of a proportion of youth engaging in various risky sexual
behaviors other than PVI not represented in the current study regardless of the exposure
category which may underestimate the odds ratio and biased toward the null. As the
overall results of the study did not find a significant association between placement and
PVI, the bias towards the null would not affect interpretation of our findings.
The relationship between having experienced household violence during
childhood and sexual risk behavior in adolescence has not been widely studied (54; 77).
Experiences of household violence as measured by the VEX-R did not modify the
relationship between placement and PVI. This may be explained by the kinds of violence
exposure captured but not distinguished by the VEX-R scale (either exposed to violence
“directly” as a victim, “indirectly” as a witness, or both); the impacts of each of these
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experiences may vary significantly (78). Finally, the use of OR may overestimate the
association presented here. However, given the weak association between the exposure
and the outcome, as indicated by the high prevalence of the outcome regardless of
exposure, such overestimation is unlikely.

Conclusions

A finding of our study was the overall lack of association between OOH
placement and PVI. In theory, OOH placement is used as a last resort for youth who
cannot be safely kept in their homes with their primary caregivers (usually the biological
mother and/or father of the child). However, placement did not have a protective effect
for youth in terms of PVI. Youth in the system, regardless of placement history, were
reporting having PVI at a relatively young adolescent age. Our findings should be
interpreted with caution, but point to the need for tailored, trauma-informed SRH
interventions for youth impacted by the child welfare system, regardless of placement.
Further studies are warranted to determine if the number of placements, length of time in
OOH care and/or type of OOH placement (i.e. kinship, foster, or group) is associated
with SRH indicators for youth in the child welfare system, and which factors of resilience
may mitigate poor SRH outcomes later in the life course (51-52; 79-81).
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Table 1. Distribution of selected characteristics by penile–vaginal intercourse
history: National Survey of Child and Adolescent Well-being (NSCAW) II, 2014.
Ever Had Penile-Vaginal
p-value
Total
Intercourse
N=610
% (SE)
Yes
N=385
% (SE)
55.1 (3.3)

No
N=225
% (SE)
44.8 (3.3)

<.0001

100.0%

Age in Years (mean)

13.1 (0.1)

12.2 (0.1)

<.0001

12.7 (0.1)

Age in Years (categorical)
<=12
13-15
16-17

37.8 (4.6)
49.5 (4.6)
12.8 (2.6)

62.6 (5.2)
36.9 (5.2)
0.6 (0.2)

Proportion ever had penile–
vaginal intercourse

0.0002
48.9 (3.2)
43.8 (3.4)
7.3 (1.5)
0.7022

Gender
Female
Male

58.7 (3.8)
41.3 (3.8)

61.6 (6.4)
38.4 (6.4)

60.0 (3.4)
40.0 (3.4)

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other

0.0055
33.3 (5.0)
34.5 (4.6)
22.3 (4.4)
9.8 (2.8)

13.6 (3.2)
36.1 (6.0)
40.6 (6.8)
9.6 (2.7)

Physical Maltreatment

37.2 (4.3)

28.6 (4.9)

0.2080

33.4 (3.0)

Sexual Maltreatment

13.3 (2.6)

9.8 (2.9)

0.4048

11.8 (1.8)

Emotional Maltreatment

9.3 (2.5)

11.9 (4.5)

0.6010

10.5 (2.6)

Physical Neglect

16.9 (3.6)

10.3 (2.8)

0.1856

13.9 (2.3)

Neglect (Other than
physical)

32.1 (5.4)

35.4 (5.1)

0.6594

33.6 (3.7)

Mean Exposure to
Household Violence Scale
(0-19)

6.3 (0.5)

5.0 (0.4)

<.0001

5.7 (0.3)

Events of Household

24.5 (3.6)
35.2 (4.5)
30.5 (4.8)
9.7 (2.4)

0.1389
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Violence Exposed to
(categorical)
0
1–3
4–6
7–19
Foster/Out-of-Home
Placement

6.8 (2.1)
21.5 (4.2)
33.3 (4.5)
38.4 (4.5)

10.1 (2.4)
28.3 (5.4)
37.4 (6.2)
24.1 (4.2)

40.0 (5.0)

19.1 (4.2)
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8.3 (1.6)
24.6 (2.9)
35.2 (3.5)
31.8 (3.2)
.0028

30.6 (3.5)

Table 2. Unadjusted and adjusted odds ratios (OR)* and 95% confidence intervals
for the association between placement and ever had penile-vaginal intercourse:
National Survey of Child and Adolescent Well-being (NSCAW) II, 2014.
Unadjusted
MODEL 1
MODEL 2
MODEL 3
MODEL 4
Never in
foster care

1.00

1.00

1.00

1.00

1.00

Placed in
2.82
1.67
2.16
2.10
1.83
foster care
(1.47–5.41)
(0.80–3.49) (1.03–4.54) (0.98–4.51) (0.86–3.86)
* Model 1: Odds ratios adjusted for age (continuous), gender, and race/ethnicity; Model
2: additionally, adjusted for physical maltreatment, sexual maltreatment, and emotional
maltreatment; Model 3: additionally, adjusted for physical neglect and neglect (other than
physical) variables; Model 4: additionally, adjusted for witnessing household violence
(continuous).
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Table 3. ORs* and 95% CIs for the association between placement and penilevaginal intercourse according to experience of sexual maltreatment and nonphysical
neglect: NSCAW II, 2014.
History of Sexual Maltreatment
OOH placement
Yes
No
Not placed
1.00
1.00
Placed
0.34 (0.04–2.87)
2.51 (0.99–6.36)
History of Nonphysical Neglect
OOH placement
Yes
No
Not placed
1.00
1.00
Placed
1.11 (0.34–3.57)
2.89 (1.14–7.37)
* Odds ratio adjusted for age (continuous), gender, and race/ethnicity; physical
maltreatment, sexual maltreatment, and emotional maltreatment; physical neglect and
neglect (other than physical) variables; and witnessing household violence (continuous).
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Chapter 3. Frequency of out-of-home placement and association with penile–vaginal
intercourse among child welfare–involved youth.
Abstract
Objective: To examine the association between frequency of out-of-home (OOH)
placement and ever having penile–vaginal intercourse (PVI) among youth in the child
welfare system after controlling for age, gender, race/ethnicity, proportion of time spent
in OOH care, and exposure to household violence; and to determine if the association
varies by age, gender, proportion of time in OOH care, and exposure to household
violence.
Methods: Logistic regression quantified the associations among a sample of 990 youth
selected from the National Survey of Child and Adolescent Well-being II (NSCAW II)
Waves 1–3, a nationally representative survey of youth who have been subjects of
investigation by Child Protective Services (CPS). Frequency of placement was
categorized using the number of times placed in OOH care (0, 1, 2, and 3 and 4 through
13). The outcome was specified with a positive answer (“yes”) to the question, “Have
you ever had sex or sexual intercourse defined as ‘where a male puts his penis into a
female’s vagina?’”
Results: Youth with one placement in OOH care had twice the odds of ever having PVI
compared to youth with no OOH placements in our unadjusted model. The association
was of marginal statistical significance in our fully adjusted model, which accounted for
age, gender, race/ethnicity, proportion of time spent in OOH care, and exposure to
household violence. There was no significant difference in odds among youth with two
and three OOH placements and youth with none in both the unadjusted and adjusted
models. Youth with four or more OOH placements had almost 40% increased odds of
ever having PVI in our crude model, but the association was not significant in the final
adjusted model. Our tests for interaction found that older age (>12 years) significantly
modified the effect of one placement on ever having PVI by nine-fold.
Conclusions: In our examination of the relationship between OOH placement as
categorized by frequency (never, once, two or three, four, or more) and ever having PVI,
experiencing one placement during the course of the study was significantly associated
with the dependent variable, and this remained after controlling for sociodemographic
variables but not after including the effects of proportion of time spent in OOH care and
level of exposure to household violence. Among youth older than 12 years of age, those
having one OOH placement had nine times the odds of PVI compared to those without no
placements. Resources dedicated to improving the sexual and reproductive health (SRH)
of child welfare involved youth need to be tailored to the needs of young adolescents
experiencing placement during a critical stage of their development.
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Introduction

Overall, an estimated 442,995 children and adolescents between the ages of 0 and
20 years were in foster care in 2017, representing about 0.6% of youth in the United
States (1-2). Youth are placed in the foster care system when child welfare
representatives determine that the minor is not safe to remain in his/her home or under
the care of a biological parent/guardian. Safety concerns include, but are not limited to,
maltreatment, including physical abuse, sexual abuse, emotional abuse, and/or neglect (35). There are three out-of-home (OOH) care placement categories: kinship, where a child
is placed with biological relatives; foster, where a child is placed with a foster family,
who are adult caregivers trained by child welfare agencies to care for the needs of
children removed from their homes; and residential arrangements, which can either be a
therapeutic facility or group home for supervised 24-hour care. Child welfare advocates
and administrators aim to keep a child within their home setting whenever possible by
offering in-home services, such as individual and group therapies to the family as a unit,
supervised visits with a social worker, and/or substance use counseling for adults.
Although this is considered “best practice” and the jurisdictional goal of state-level child
welfare entities, little research has focused on the characteristics of OOH placement that
may inform the prediction of the optimal outcomes for affected youth (6-13).
In 2017, 32% of youth in OOH care were in a relative’s home (or kinship care),
whereas 45% were in nonrelative foster family homes (1). Less than half (43%) of the
youth who left foster care were in care for less than one year, signaling a relatively short
stay in care from point of entry within a 12-month period (1). It is worth noting that as
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youth grow older, placement in family-setting homes, as well as adoption, becomes more
difficult, with a larger proportion being placed in group care settings or residential
therapeutic care (1-5).
Evidence suggests that the trajectories of youth in the system vary widely in terms
of length in OOH care, particularly by age and placement type (8; 14-18). In 2017,
among the 247,631 youth who exited foster care, the average time spent in care was 14.3
months, with a range between less than a month and five or more years (1). Among all
youth served in foster care during 2016 (the most recent data available regarding
placement frequency), the number of placements varied depending on the time in the
system overall (19). For instance, 84.3% of those in care for less than 12 months had no
more than two placement settings, 65.4% of those in care between 12 and 24 months had
no more than two placement settings, and 39.3% of all youth in foster care for 24 months
or more had no more than two placement settings (19–20).
Adolescent sexual behavior is an established independent predictor of poor sexual
and reproductive health outcomes throughout the life course (21-26), and as such, the
preteen and teen years are critical in the developmental lifespan of human beings.
Although studies have found an association between a history of OOH placement during
childhood and outcomes, such as pregnancy and sexually transmitted infection (STI) in
adolescence and young adulthood (27-36), limited research has examined adolescent
sexual and reproductive health (SRH) indicators among youth currently in the child
welfare system (37-42).
OOH placement frequency and length of time in OOH care while in the child
welfare system are indicators of placement stability. Placement stability has been found
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to predict behavioral and health outcomes for youth in the system (9, 13, 43-45).
Frequent changes in placement (termed in many studies as disruption) have been linked
to poor outcomes, including, but not limited to, mental health disorders and delays in
reaching developmental milestones during childhood, as well as behavioral disturbances
(externalizing and internalizing) and learning difficulties throughout adolescence (6, 9,
13, 15, 43-46). However, it has been difficult to establish whether these outcomes are
because of the stability of the OOH placement for a child who has been removed from the
care of their biological parents, the number of placements experienced throughout the
trajectory of a child’s journey in the child welfare system, or to the baseline attributes of
the child’s experience that can negatively impact the outcomes of children in foster care
(9, 47). Few studies have examined the influence of placement stability characteristics,
such as length of time in OOH care and frequency of placement, specifically on the risky
sexual behaviors of youth in the child welfare system (32, 48). One study examining the
relationship between placement and sexual activity has suggested that a history of
placement in OOH care was not significantly associated with greater engagement in
sexual risk behaviors. (32). The measurement of the placement variable, however, was
limited to past history (yes/no) and, thus, did not capture the frequency of placements in
foster care throughout the time spent within the child welfare system. In comparison,
Stott et al. found that the number of lifetime placements in OOH care was not
significantly associated with sexual activity among a sample of 114 young adults aging
out of care (48).
To better understand the relationships between child welfare involvement and
sexual activity, the current study examines the relationship of the frequency of OOH
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placement with ever engaging in penile–vaginal intercourse, here controlling for the
proportion of time spent in OOH care among youth currently receiving Child Protective
Services (CPS) in the United States. It is important to mention that the outcome of
insertive-receptive PVI between a “male” and “female” does not fully capture the broad
spectrum of sexual behaviors, such as anal and oral intercourse, which may also leave
adolescents at risk for poor sexual and reproductive health outcomes, as well as adverse
psychological, emotional, and physical health conditions. The majority of the evidence in
studies examining the association of OOH placement and sexual health is drawn from
this narrow definition of sexual intercourse. Furthermore, the binary classification of
gender as male/female does not capture differing gender identities, regardless of sex
assigned at birth. As such, it is likely that a proportion of youth engaging in various risky
sexual behaviors other than PVI are not represented in the literature, limiting the ability
to make inferences.

Methods

The current study utilizes data from the National Survey of Child and Adolescent
Well-being II (NSCAW II) 2014, a longitudinal cohort study following the same group of
youth over time using three distinct time points (waves) of data collection. Our analyses
use variables drawn from all three waves of NSCAW II. NSCAW II is a nationally
representative survey of 5,872 youth in the United States aged 0–17.5 years who have
been the subjects of child abuse and/or neglect investigations or assessments conducted
by CPS agencies within a 15-month period beginning in February 2008 and living in all
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but four states.3 The NSCAW II sample was selected using a two-stage stratified sample
design. The United States was divided into nine sampling strata: eight “key states” with
the largest child welfare caseloads, with the ninth stratum consisting of the remaining 38
states and the District of Columbia. Within each of the nine strata, primary sampling units
(PSUs) were defined for the sample as geographic areas that encompass the population
served by a single CPS agency.
Collection for the first time point (Wave 1) of the study began in March 2008 and
was completed in 2009. Data collection for the second time point of the study (Wave 2)
was launched at 18 months after the close of the NSCAW II index investigation began in
October 2009; data collection for this second time point was completed in January 2011.
Data collection for the final time point of the study (Wave 3) began in June 2011 and was
completed in December 2012. At Wave 2, 80.9% (n=4746) of the Wave 1 cohort
responded, and in Wave 3, 78.9% of the core cohort (Wave 1) cases (n=4143) responded
(49).

Study Variables
Engagement in penile–vaginal intercourse, the dependent variable for the analysis, was
specified with a positive answer (“yes”) to the question “Have you ever had sex or sexual
intercourse?” during data collection at Waves 1, 2, or 3. In NSCAW II, sexual intercourse
or sex was defined as “where a male puts his penis into a female’s vagina.” A negative
answer to this question was coded as “no” if the participant did not report having ever
engaged in the specified sexual behavior at all three waves of data collection.
3

The four states require the welfare agency providing child protective services to be the
point of first contact for recruitment of study participants.
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We examined the frequency of OOH placement as the independent variable of our
analysis, which is specified as having been placed in any form of OOH care (kinship,
foster, group home, and/or other) by completion of the study or none. The range of
placements in our sample was from 0 (having never been placed in out-of-home care and
remaining at home) to a maximum of 13 OOH placements over the course of the study
(approximately 39 months). We categorized the independent variable into four levels of
OOH placement: none (77%), one (14%), two or three (6%), and four or more (3%).
We included the variables shown to be independently associated with ever having
penile–vaginal intercourse among adolescents in the general population (YRBS 2017) as
covariates: age, gender (female or male), and race/ethnicity (non-Hispanic Black, nonHispanic white, Hispanic, or other) (27-35; 37; 41-42; 50-51). We included a derived
variable (0 to1) capturing the proportion of time spent in OOH care during the course of
the study to control for length of time spent away from one’s parents (either biological or
adoptive). In addition, we used the Violence Exposure Scale—Home (VEX-R) value
recorded in NSCAW II. VEX-R, which was developed by Fox and Leavitt (52), is
designed as a scale ranging from 0 (having never witnessed/experienced violence in the
home) to 19 (having witnessed the events described over the course of a lifetime once, a
few times, or often). Hereafter, VEX-R will be referred to as the mean exposure to
household violence score. Data for all demographic covariates (age, gender, and
race/ethnicity) and exposure to household violence score used in our analysis were
collected at baseline (Wave 1). The independent variable (number of OOH placements)
and the proportion of time in OOH were derived across all three waves of the NSCAW II
study and included in the original dataset.
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Analytic sample
Youth aged 11 years and older at the time of data collection (Waves 1, 2, or 3)
were eligible for the sexual behaviors and child maltreatment Audio Computer-Assisted
Self-Interview (ACASI) modules of the survey (49). Out of a total of 1,224 children
eligible for the sexual behavior screening modules at any wave of the study, 548 reported
ever having penile–vaginal intercourse at least once throughout their lifetime, and 676
reported none; in addition, 1,220 cases had full data for gender and race/ethnicity. Of
these, 1,096 cases had a VEX-R score recorded at baseline. Of these, 990 cases
(unweighted) had the derived number of placements throughout the study and comprised
the final analytic sample for the present study.

Statistical Analysis
The descriptive statistics for the selected characteristics of the total sample and
according to the two exposure variables were calculated. Significant differences by
exposure status were determined using a Wald chi-square test analysis for categorical
variables and t-test for continuous variables. A logistic regression was used to estimate
the strength of the association of child welfare placement frequency with ever having
engaged in penile–vaginal intercourse before and after adjusting for the selected
covariates. Interaction terms were entered for the following: age (older than 12 years of
age vs. 12 years of age and younger), gender, proportion of time spent in OOH care, and
exposure to household violence score (greater than 6 vs. 6 or lower).
Data management and statistical analyses were conducted in SAS using the
PROC SURVEY to account for the complex survey design, yielding unbiased standard
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errors. The tables and appendix present unweighted sample sizes but weighted estimates
of the proportions, standard errors, and odds ratios (ORs) with the corresponding 95%
confidence intervals (CIs).

Results

The characteristics of the study sample by exposure are presented in Table 2.1.
The majority (77%) of the sample had no placements in OOH care; 14% had one, 6% had
two or three, and 3% had four or more. The mean age of the sample was 12 years. The
majority of the sample was female (58%) and not white: 20% were non-Hispanic Black,
30% were Hispanic, and 9% other. The mean number of OOH placements in the sample
was 0.44 (0.0), ranging from between 0 and 13 total placements. On average, the
participants spent 18% of their time during the study in OOH care. At Wave 1, the
majority (85%) of the sample was being cared for at home; 10% were in kinship care; 3%
were in foster care; and 2% were in another form of OOH care. These distributions did
not substantially change throughout Waves 2 and 3. The mean exposure to household
violence score of the sample was 5.6 (0.2). Forty-six percent of the sample reported ever
having penile–vaginal intercourse.
Table 2.1 also compares the distribution of the selected covariates by frequency of
placement categories (never, once, two or three, four or more). When compared with
youth with none, the youth with one, two or three, and four or more OOH placements
were significantly older (12.0 vs. 12.9, 12.3, and 13.3 mean years of age, p<0.0001,
respectively) at Wave 1. Youth with two or three placements had an average of two OOH
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placements during the study, and those with four or more had an average of six
(p<0.0001). Comparing youth with OOH placement, the highest proportion spent out-ofhome was among those with four or more placements (87%) compared with youth with
one (76%) and two or three (72%) placements (p<0.0001). In Wave 1, youth with one
OOH placement were more likely to be in kinship placement; those with two or three
were more likely to be evenly distributed between kinship and foster placement; and
those with four or more were more likely to be in foster and group/other care (p<0.0001).
This distribution was similar in Waves 2 and 3. Compared with youth with no OOH
placements, youth with one or more placements had a higher mean exposure to household
violence scores (5.2 vs. 7.2, 6.0, and 6.6, p<0.0001). Compared with youth with no OOH
placements, youth with one OOH placement were more likely to have ever had penile–
vaginal intercourse (42% versus 61%), as were youth with two or three OOH placements
(48%) and youth with four or more OOH placements (64%; p=0.0390). There was no
difference in the frequency of placement by gender (0.7105) or race/ethnicity (p=0.0913).

Comparison of the selected covariates by outcome: reported ever having penile–vaginal
intercourse.
The characteristics of the study sample by the dependent variable are presented in
Table 2 2. Forty-six percent of the sample reported having PVI at least once in their
lifetime. Youth ever having PVI were significantly older (14 vs. 11 mean years;
p<0.0001) at Wave 1, more likely to be female (65% vs. 52%, p=0.0191), and more
likely to be non-Hispanic Black (25% vs. 17%, p=0.0131). Youth ever having PVI had a
higher mean frequency of OOH placements (0.58 vs. 0.33) and a wider range 0–13 vs. 0–
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11 of OOH placements (p<0.0001). There was a significant difference in reporting PVI
by OOH placement frequency category: youth reporting PVI were less likely to have no
OOH placements (71% vs. 82%) and more likely to have had either one (19% vs. 10%)
or four or more OOH placements (4% vs. 2%; p=0.0390); the proportion of youth with
two and three placements were similar among those ever having PVI compared with
those who had not (6%). Youth reporting PVI were more likely to have spent more time
in OOH care compared with those that did not report PVI (22% vs. 14%; p<0.0001).
There was a significant difference by placement setting at Wave 2, with youth reporting
PVI more likely to be in kinship (13% vs. 9%) and group/other (4% vs. 1%) care
(p=0.0165). Youth reporting PVI had a higher mean score of exposure to household
violence than youth not reporting PVI (6.2 vs. 5.0, p<0.0001). There was no significant
difference in PVI by placement setting at Wave 1 (p=0.4983) or placement setting at
Wave 3 (p=0.3904).

Association of frequency of out-of-home placement and penile–vaginal intercourse
Table 2.3 presents the unadjusted and adjusted ORs for ever having PVI
associated with the frequency of OOH placement. Youth placed in OOH care once were
twice as likely to have reported PVI compared with youth with no OOH placement in our
crude model (OR: 2.14; 95% CI: 1.17–3.92, p=0.0142). The association was of marginal
significance after adjusting for demographic variables (age, gender, and race/ethnicity)
and proportion of time spent in OOH care (AOR: 2.52; 95% CI: 0.94–6.76, p=0.0669). In
our final adjusted model, additionally including exposure to household violence score,
there was no association of one placement and ever having penile–vaginal intercourse
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(AOR: 1.92; 95% CI: 0.92–4.02, p=0.1240). There was no significant association
between having two or three OOH placements and PVI when compared with youth
without placement in both the unadjusted model (p=0.4204) and final covariate-adjusted
full model (p=0.9947). Youth placed in OOH care four or more times had 36% increased
odds of ever having PVI compared with youth with no OOH placement in our crude
model (OR: 1.36; 95% CI: 1.04–1.76, p=0.0233); however, the association did not
remain significant in our fully adjusted final model (p=0.3778).
We tested for interactions between OOH placement frequency and age at Wave 1,
gender, proportion of time OOH, and exposure to household violence score, respectively.
There was a marginally significant interaction of age at Wave 1 and having one
(p=0.0734), and no significant interactions of age at Wave 1 and two or three (p=0.1715),
or four or more (p=0.7188) OOH placements. There were no interactions with any of the
OOH placement categories and gender, proportion of time spent in OOH care, or
exposure to household violence score, respectively.
In stratified analyses, youth older than 12 years of age at Wave 1 with one
placement had nine times the odds of ever having PVI (AOR: 9.06; 95% CI: 1.6–51.44,
p=0.0136) compared with similarly aged youth without placement. No such association
was seen among youth older than 12 years of age at Wave 1 with more than one
placement compared with similarly aged youth without placement (p-value for two or
three placements=0.3092, and p-value for four or more placements=0.2455). Among
youth aged 12 years and younger at Wave 1, there was no difference in the odds of ever
having PVI by OOH placement category (one, two or three, and four or more) when
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compared with their counterparts without placement (p=0.7612, p=0.3908, and p=0.4726,
respectively).

Discussion

Evidence has shown disrupted secure attachments in childhood increase the
likelihood of engaging in risky behaviors in adolescence, including engaging in sexual
intercourse (53-55). However, limited research has examined the relationship between
experiences in the child welfare system that necessitate disrupted attachment (such as
frequency of placements in OOH care and length of time in OOH care) and sexual health
outcomes for youth receiving CPS (32, 48, 56). In studies drawing from local or regional
cohorts, most of the research examining the relationships of OOH placement and risky
sexual behaviors and sexual and reproductive health outcomes found mixed results, and
not all of these studies have considered the association by frequency of OOH placement
or accounted for length of time in OOH care (27, 34, 48). For example, for participants
recruited from eight counties in the state of Missouri, increased risk of pregnancy was not
significantly associated with OOH placement in a longitudinal study of older youth
transitioning out of foster care (34). However, that study did not quantify the number of
OOH placements in their analyses (34). In a longitudinal cohort study of youth in the
Midwest aging out of foster care, neither the total number of placements, placement in
group home setting, nor placement in kinship care was significantly associated with STI
risk (27). In contrast, Stott et al. (2012) found a borderline significant positive
relationship (p=0.06) between the number of OOH placements and risky sexual behaviors
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(defined as a scale variable based on having consensual sex, number of partners,
frequency of condom use, and frequency of other forms of birth control between 0 (no
risk) and 5 (very high risk)) (48); however, the study did not account for the length of
time placed in OOH care.
Studies using nationally representative data have not found significant
relationships and, notably, have not consistently utilized placement characteristics such as
repeat placement OOH and length of time spent in OOH care. For example, there was no
significant difference by history of OOH placement in the odds of either having
consensual intercourse in one’s life, age of first consensual intercourse over 13 years old,
use of protection during consensual sexual intercourse, or pregnancy among a subsample
of girls using NSCAW 1 data (32). The study did not quantify OOH placement by
frequency (32). No significant relationships between OOH placement history and
outcomes of sexual activity or pregnancy by gender were found in a study using NSCAW
II data, which is similar to our study (33). However, the study did not quantify OOH
placement by frequency (33). A recent study using combined NSCAW I and NSCAW II
data found that placement type (in-home, kinship, or foster care) did not modify the effect
of caregiving characteristics (closeness, monitoring, and communication) on risky sexual
behaviors (initiation, number of partners, and use of protection); however, the study used
data limited to Waves 1 and 2 and did not consider the frequency of placements in the
analyses (56).
In contrast, our study quantified repeat placement and proportion of time spent in
OOH care to approximate the level of disruption child welfare–involved youth may
experience when removed from their parental homes. Our results reflected increased odds
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of PVI among youth with one OOH placement compared with those who had none and
elevated odds for those youth older than 12 years of age at Wave 1 of the study. Repeat
placements did not further increase the odds of PVI in our adjusted models for those with
two or three, or four or more, placements compared to youth experiencing zero OOH
placements. The scope of our study did not account for CPS decisions prompting initial
removal (first OOH placement) from one’s home or the reasons for repeat placements,
particularly for youth experiencing such a high number of repeat placements (up to 13)
within a short span (about 39 months). Our findings suggest that one placement in OOH
care is critical for youth experiencing placement during early adolescence and may
increase odds of having PVI during the early teen years.
Given that studies have not consistently found significant associations between
placement and SRH indicators, it is possible that the effect of adverse experiences leading
to child welfare involvement in the first place (exposure to household violence and other
traumatic events, such as abuse and neglect, for example) may be most influential during
adolescence. Puberty, a critical developmental stage in the lifespan of humans, is an
epoch when the exploration of one’s sexuality is normative and interpersonal
relationships with peers and caregiving adults deepen and expand (57). Secure
attachments with one’s primary caregivers greatly increase the likelihood that these
milestones of adolescence will develop in a healthy manner (57-58). This developmental
stage can be complicated for child welfare–involved youth because even those who have
not been removed from their homes have likely experienced disrupted attachments and
may have never developed secure attachments to their primary caregivers (58-61).
Placement in OOH care is an indicator of adverse childhood experiences that may,
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independent of contact with the child welfare system, leave youth at a higher risk for not
only poor sexual and reproductive health, but also mental and physical health (62).
Given the results of the current study, further research to effectively address the
complex sexual and reproductive health needs of child welfare–involved youth should
examine the efficacy of age-appropriate sexual risk reduction interventions for child
welfare–involved youth overall and if specific tailoring is warranted for youth
experiencing their first placement in OOH care during adolescence. The National Child
Traumatic Stress Network (NCTSN) has adopted a definition of a trauma-informed child
welfare system and practice components to increase the likelihood of improving
outcomes, including fewer foster home placements, placement disruptions, and re-entries;
reduced length of stay in foster care; and improved child functioning and increased wellbeing (63). However, at the national level, there is no one standard “system”—the child
welfare system actually is made up of many different systems, often operating
independently of each other, with much variation depending on state and location. As
such, a standardized trauma-informed approach across all CPS agencies requires buy-in,
coordination, and extensive professional development for workforce members and
families alike (63-64). Future studies of the sexual and reproductive health of child
welfare–involved youth examining the impact of OOH placement should consider the
risk, resilience, and protective factors that influence sexual health behaviors for this
population of vulnerable and understudied youth (39, 61, 65-67).

Limitations
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The cross-sectional study design does not allow us to establish a temporal
relationship between the exposure and outcome, thus limiting our ability to establish a
causal effect of OOH placement on penile–vaginal intercourse during adolescence. The
use of a logistic regression may not be suitable for a “rare” outcome; thus, the use of odds
ratios may have biased our finding away from the null. However, because our outcome
prevalence was over 10% (46% of the youth in our sample reported having had penile–
vaginal intercourse at some point in their lives), the odds ratios may approximate the
prevalence ratios, given the weakest associations observed. Finally, the scope of the
current study did not account for the independent or marginal effects of the reasons for
first placement, repeated placements, or decision-making variation leading to placement
by the child welfare agency.

Strengths
A strength of our study is the use of a data set that is representative of youth
currently in the child welfare system to examine OOH placement as the exposure. Most
studies examining the impact of foster care placement rely on cohorts of adults with past
histories of placement (i.e., foster care alumni) compared with the general population (28,
30-35; 37; 68). The general population may not serve as the most appropriate
“counterfactual” for the examination of the effects of OOH placement. Although adverse
childhood experiences are relatively common in the general population, contact with the
child welfare system is not (69). By using data selected from a nationally representative
sample of youth currently in the child welfare system that differs by placement in OOH
care, our study allows for an examination of characteristics and associations without the
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threat of recall bias found in alumni studies of adults with past histories of child welfare
and foster care placement. The data used are from the only known nationally
representative sample of youth impacted by the child welfare system in the United States.
To the best of our knowledge, there is no study examining the outcome of ever having
PVI in relation to frequency of placement controlling for proportion of time spent in
OOH care.

Conclusions

Our findings indicate that among child welfare–involved youth, one placement in
OOH care during adolescence may be critical to their sexual and reproductive health. We
found an association of marginal significance where youth with one OOH placement had
twice the odds of PVI compared to youth with no OOH placements after controlling for
age at baseline, gender, race/ethnicity, proportion of time spent out-of-home, and
exposure to household violence. Youth older than 12 years of age with one placement
had nine times the odds of PVI compared with their similarly aged counterparts with no
OOH placement. Repeat OOH placements were not associated with increased odds of
PVI among youth impacted by CPS in our study.
It is important to contextualize that child welfare–involved youth, particularly
those experiencing repeat removals from home and placements in OOH care, in different
setting types (foster, kin, group), are less likely to receive consistent sexual health
education through their schools (because of transfers from one school to another, for
example) or primary health care providers (70-74). The youth in our sample reporting
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PVI were relatively young: an average of 14 years at baseline. This is in line with other
evidence (27-31; 33; 50-51, 75-79) suggesting that child welfare–involved youth have a
younger age of sexual debut (in one study, as young as 15 years) than their counterparts
in the general population (at age 17) and that those with histories of OOH care have a
younger age of sexual debut (13 years) (32). Given the vulnerability incurred by youth
with complex traumatic experiences who are having sex early in adolescence, evidencebased sexual health interventions designed to decrease the odds of poor SRH outcomes
throughout adolescence and emerging adulthood for child welfare–involved youth are
needed (59).
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Table 2.1. Distribution of selected characteristics for youth in the study population
by frequency of out-of-home (OOH) placement: National Survey of Child and
Adolescent Well-being (NSCAW) II, 2014.
None
One
Two to
Four or
P-value* Total
N=546
N=216
Three
more
N=990
% (SE)
% (SE)
N=159
N=69
% (SE)
% (SE)
% (SE)
Proportion
76.8 (2.0) 14.4
6.0 (0.8)
2.8 (0.6)
100.0
(1.6)
Mean Age in Years
(Wave 1)
Gender
Female
Male

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other

Placement
Mean Frequency of
OOH Placements
Mean Proportion of
Time in OOH Care
0 to 1

12.0 (0.2)

12.9
(0.4)

12.3 (0.3)

13.3 (0.6)

59.0 (3.0) 52.7
(6.0)
41.0 (3.0) 47.3
(6.0)

54.2 (9.1)

61.4 (8.2)

45.8 (9.1)

38.6 (8.2)

<0.0001

12.2
(0.1)

0.7105
57.9
(2.6)
42.1
(2.6)
0.0913
18.7 (3.4)

26.6
(5.7)
42.3 (4.4) 31.0
(7.1)
31.2 (4.6) 27.4
(7.6)
7.8 (1.9)
15.1
(5.2)

23.5 (7.6)

33.0 (10.3)

46.2 (10.2)

35.0 (11.6)

19.4 (5.9)

15.8 (4.0)

10.9 (5.5)

16.2 (8.4)

0

2.3 (0.1)

5.9 (0.6)

1.0

20.5
(3.1)
40.7
(4.3)
29.5
(4.3)
9.3 (1.8)

<0.0001

0.44
(0.0)

<.0.0001
0

Placement Setting
Type
Wave 1
Home

97.3 (1.4)

Kinship

2.7 (1.4)

0.76
(0.0)

0.72 (0.1)

0.87 (0.0)

0.18
(0.0)

<0.0001
48.1
(6.7)
44.5
(6.6)

87

42.4 (9.5)

30.8 (11.6)

26.1 (6.7)

3.1 (1.4)

85.0
(1.8)
10.1
(1.6)

Foster
Group Home and
Other

0.0 (0.0)
0.0 (0.0)

6.4 (1.5)
1.0 (0.5)

21.5 (5.4)
10.0 (5.0)

30.4 (9.4)
35.6 (10.2)

Wave 2 (N=929)
Home

94.9 (1.6)

39.0 (10.2)

34.0 (10.4)

Kinship

4.6 (1.5)

24.0 (6.8)

3.4 (1.8)

Foster
Group Home and
Other

0.0 (0.0)
0.5 (0.4)

52.0
(6.7)
40.6
(7.5)
4.2 (1.3)
3.2 (2.4)

30.9 (7.7)
6.0 (3.3)

26.5 (5.6)
36.1 (10.5)

34.4 (8.5)

9.5 (5.8)

30.0 (8.7)

6.2 (2.4)

26.9 (8.6)
8.6 (4.1)

44.2 (15.2)
40.0 (13.4)

3.1 (0.6)
1.7 (0.4)

<0.0001
84.0
(1.8)
10.6
(1.6)
3.2 (0.6)
2.1 (0.5)

Wave 3 (732)
Home

93.0 (2.2)

Kinship

7.0 (2.2)

Foster
Group Home and
Other

0.0 (0.0)

48.9
(6.3)
42.8
(6.2)
6.1 (2.7)
2.2 (1.7)

NA

Mean
Exposure/Witness to
Household Violence
Scale (1-19)

5.2 (0.2)

7.2 (0.8)

6.0 (0.6)

6.6 (1.0)

<0.0001

5.6 (0.2)

Ever Had Penile–
Vaginal Intercourse

42.2 (3.0)

61.0
(5.9)

47.5 (6.3)

64.5 (8.7)

0.0390

45.8
(2.4)

*Chi-square statistics for proportions and t-tests for means.
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82.4
(2.4)
12.4
(2.2)
3.4 (1.0)
1.8 (0.5)

Table 2.2. Distribution of selected characteristics for youth in the study population
and by engagement in penile–vaginal intercourse: National Survey of Child and
Adolescent Well-being (NSCAW) II, 2014.
Ever had penile–vaginal intercourse
Yes
No
PTotal
N=476
N=514
value*
N=990
% (SE)
% (SE)
% (SE)
Prevalence

45.8 (2.4)

54.2 (2.4)

Mean Age in Years Wave 1

14.1 (0.1)

10.6 (0.2)

<0.0001

12.2 (0.1)

Gender
Female
Male

64.6 (3.3)
35.3 (3.3)

52.2 (3.8)
47.8 (3.8)

0.0191

57.9 (2.6)
42.1 (2.6)

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other

24.6 (3.8)
41.9 (4.6)
22.6 (4.7)
10.8 (2.5)

17.0 (3.4)
39.6 (5.3)
35.4 (5.0)
8.0 (2.0)

0.58 (0.1)
0–13

0.33 (0.0)
0–11

Placement
Mean Frequency of OOH
Placements
Range
OOH Placement Frequency
None
One
Two to Three
Four or More
Mean Proportion of Time in
OOH Care
0 to 1
Placement Setting Type
Wave 1
Home
Kinship
Foster
Group/Other

100.0

0.0131
20.5 (3.1)
40.7 (4.3)
29.5 (4.3)
9.3 (1.8)

<0.0001

0.44 (0.0)
0–13

0.0390
70.6 (3.6)
19.2 (3.0)
6.2 (1.2)
3.9 (0.9)

81.9 (2.1)
10.4 (1.7)
5.8 (1.0)
1.8 (0.6)

76.8 (2.0)
14.4 (1.6)
6.1 (0.8)
2.8 (0.6)
<0.0001

0.22 (0.0)

0.14 (0.0)

0.18 (0.0)

0.4983
82.6 (2.7)
11.7 (2.4)
3.4 (0.7)
2.2 (0.6)

Wave 2 (n=929)

87.0 (2.4)
8.8 (2.0)
2.8 (0.9)
1.3 (0.6)

85.0 (1.8)
10.1 (1.6)
3.1 (0.6)
1.7 (0.4)
0.0165

89

Home
Kinship
Foster
Group/Other

80.6 (3.0)
13.0 (2.9)
2.5 (0.5)
4.0 (1.0)

86.6 (2.2)
8.9 (2.0)
3.7 (0.9)
0.8 (0.3)

Wave 3 (n=732)
Home
Kinship
Foster
Other

80.7 (4.2)
13.6 (3.9)
2.7 (1.1)
3.0 (0.8)

83.0 (2.8)
12.0 (2.7)
3.7 (1.2)
1.3 (0.5)

84.0 (1.8)
10.6 (1.6)
3.2 (0.6)
2.1 (0.5)
0.3904

Mean Exposure/Witness to
6.2 (0.4)
5.0 (0.2)
Household Violence Scale (0–
19)
*Chi-square statistics for proportions and t-tests for means.

90

82.4 (2.4)
12.4 (2.2)
3.4 (1.0)
1.8 (0.5)
<0.0001

5.6 (0.2)

Table 2.3. Unadjusted and adjusted odds ratios (ORs)* and 95% confidence
intervals for the association between frequency of out-of-home placement and sexual
intercourse: National Survey of Child and Adolescent Well-being (NSCAW) II,
2014.
Unadjusted
Model 1
Model 2
Model 3
None

1.00

1.00

1.00

1.00

One

2.14±±±
(1.17–3.92)

1.94±±±
(1.08–3.50)

2.52±±
(0.94–6.78)

2.24±
(0.80–6.30)

Two to three

1.12
(0.85–1.46)

0.93
(0.69–1.25)

1.06
(0.62–1.78)

1.00
(0.58–1.72)

1.36±±±
1.16
1.28
1.22
(1.04–1.76)
(0.87–1.53)
(0.83–1.96)
(0.78–1.91)
* Model 1: ORs adjusted for age (less than or equal to 12=0; older than 12=1), gender,
and race/ethnicity; Model 2: additionally, adjusted for proportion of time spent in OOH
care (0–1); Model 3: additionally, adjusted for witnessing household violence (>=6
versus LT 6).
Four or more

±±± p<.05
±± p<.10
± p<.15
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Table 2.4. ORs* and 95% CIs for the association between placement and ever
having penile–vaginal intercourse of according to age at Wave 1: NSCAW II, 2014.
Age at Wave 1
OOH placement
Older than 12 years
12 years or younger
Not placed in care
1.00
1.00
±±±
Placed in OOH care once
9.06 (1.60–51.44)
1.32 (0.22–8.01)
Placed in OOH care twice
1.66 (0.62–4.48)
0.70 (0.30–1.60)
or three times
Placed in care four or more
1.58 (0.72–3.44)
1.41 (0.55–3.62)
times
* Odds ratio adjusted for age, gender, race/ethnicity, proportion of time OOH, and
exposure to household violence score recorded at Wave 1.
±±± p<.05
±± p<.10
± p<.15
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Chapter Four. The impact of out-of-home placement on adolescent sexual and
reproductive health indicators: Age of sexual debut and reported pregnancy among
child welfare system involved youth.
Abstract
Objective: To examine the association of out-of-home (OOH) placement with age of
sexual debut and reported past pregnancy among youth in the child welfare system and to
explore whether these associations vary by age, gender, and experiences of past
abuse/trauma.
Methods: This study utilizes data from the National Survey of Child and Adolescent
Well-being II (NSCAW II) for 377 youth who have been the subjects of investigation by
Child Protective Services (CPS) and report ever having penile–vaginal intercourse (PVI)
during their lifetime. Placement, the independent variable, was defined as having at least
one placement in OOH care (kinship, foster, or group/other) during the three waves of the
study. The outcomes were defined as having (a) early age of sexual debut (13 years or
younger) and (b) reported past pregnancy. A logistic regression was used to quantify the
associations of OOH care with age of sexual debut and reported pregnancy before and
after controlling for the selected covariates and to test for interaction terms in our models.
Results: After adjusting for demographic characteristics, trauma history covariates, and
early age of sexual debut and two protective behaviors (contraceptive use and condom
use at last sex), youth did not differ in the odds of having experienced age of sexual debut
at 13 years or younger, nor in the odds of having reported past pregnancy. Significant
interactions were found for age and gender with placement for early age of debut but not
for trauma history. The odds of having an early age of sexual debut were greater for older
youth and boys with OOH placement history compared with their counterparts without
this experience. No significant interactions were found for age, gender, or trauma history
with placement for reported past pregnancy.
Conclusions: Although our findings indicate that OOH placement exposure was not
associated with the odds of an early age of sexual debut or past pregnancy, youth 14
years or older at Wave 1, and boys with placement history had greater odds of early age
of sexual debut than their peers without such a history. Further research is warranted to
better understand how age, gender, and time spent in the child welfare system may
influence the sexual and reproductive health (SRH) and well-being of youth having
contact with CPS.
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Introduction

Youth in the United States have an average age of sexual debut at 17 years.
According to recent data from the Youth Risk Behavior Survey (YRBS), 42% of female
and 44% of male adolescents in the United States have engaged in consensual activity
between the ages of 15 and 19 years (1-2). In comparison, studies have found youth
impacted by the child welfare system to have a younger age of sexual debut than 17 years
(3-7). Evidence has also suggested that a history of out-of-home (OOH) placement, often
referred to as foster care of which foster family placement is one type along with kinship,
and group, is associated with pregnancy in adolescence and higher rates of sexually
transmitted infections (STIs) among young adults compared with their counterparts in the
general population (7-35). Along with an earlier age of sexual debut and higher rates of
adolescent pregnancy, studies examining the sexual and reproductive health (SRH) risk
behaviors of foster care youth and foster care alumni have found noteworthy differences
in consistent condom and contraceptive use and history of forced/coerced sexual debut
compared with their counterparts in the general population (9-13; 15; 32-34; 36). For
instance, Polit et al. found that adolescent females in child welfare were significantly
more likely to have ever engaged in sexual intercourse compared with their counterparts
in the general population. However, there was no difference between those with out-ofhome (OOH) placement and those without (32). Moreover, there was no difference
between those with OOH placement and those without in reports of having had at least
one pregnancy in their lifetime (32). Using data from the National Survey of Family
Growth (NSFG) 1995, Carpenter et al. found that women placed in foster care (16.8
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years) or kinship care (16.4 years) as youth reported a statistically significant younger age
of sexual debut compared with women with no exposure to the system (17.4 years) (12).
Age is a predictor of sexual activity: as one gets older, the individual is more
likely to have engaged in sexual intercourse. Age of sexual debut has been shown to be a
sound predictor of sexual risk behavior and poor SRH outcomes throughout the life
course: for example, the younger one engages in sexual intercourse, the higher the risk
for unintended pregnancy and STIs (37-41). Differences in sexual behavior among
adolescents have also been found to be associated with gender in the general population,
including earlier age of sexual debut among male compared with female teens (37-39;
42). Individuals assigned the female sex at birth experience the risk of unintended
pregnancy as a possible outcome of penile-vaginal intercourse (PVI), regardless of
gender identity. Most research focuses on the risk of pregnancy as solely the
responsibility of female youth while ignoring that pregnancy also affects male youth (i.e.,
paternity) (43-45). This risk may be further complicated by gender identity, where youth
identifying as transgender, nonbinary, or gender nonconforming are at heightened risk
compared with their cisgender peers (46). Adverse childhood experiences (ACEs) such as
abuse, neglect, and other trauma, have been found to be associated with poor SRH in the
general population (18; 47-51).
Taken together, studies using the general population as a comparison have found
that placement increases the risk of poor SRH outcomes (8-16; 36; 52-56), while most
studies comparing child welfare–involved youth by OOH placement found no difference
(7; 17-20; 26). As such, the relative impact, if any, of placement in and of itself on SRH
outcomes has not been firmly established (7; 9; 13-14; 17). Given the inconsistency of
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existing evidence, it is important for researchers and policy makers to examine the
variables that shape and influence the experiences and outcomes of youth experiencing
OOH placement to ensure optimal health and well-being. However, it has been difficult
to disentangle the effects of OOH placement from the attributes that may lead to
placement in the first place or that are associated with entry into the child welfare system,
such as adverse childhood experiences of maltreatment, neglect, exposure to household
violence, and other traumatic events (13; 27-28; 47-51; 57-58). Additionally, youth
impacted by the child welfare system may have higher levels of sexual abuse and assault
experienced than the general population and, specifically, may have forced/coerced
sexual experiences and sexual debut that was unwanted (13-14; 27-28; 35-36). Research
has found an association between sexual trauma and poorer SRH outcomes later in life,
but the impact specific to youth placed in child welfare due to sexual abuse has not been
established (18-25; 29; 31; 59). To fill these gaps, the current study examines the
relationships of OOH placement with early age of sexual debut and reported pregnancy
among sexually active youth having contact with the child welfare system in the United
States. To understand how age, gender, and past traumatic experiences of abuse, neglect,
and household violence interact with OOH placement to differentially predispose youth
to engage in sexual risk behaviors, we further examined whether these five factors
modified the associations of interest.

Methods

The present study utilizes data from the National Survey of Child and Adolescent
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Well-being II (NSCAW II) 2014, a longitudinal cohort study following the same group of
youth over three distinct time points (waves) of data collection (60). Our analyses use
variables drawn from all three waves of NSCAW II. NSCAW II is a nationally
representative survey of 5,872 youth in the United States aged 0 to 17.5 years who have
been the subjects of child abuse and/or neglect investigations or assessments conducted
by Child Protective Services (CPS) agencies beginning in February 2008. The NSCAW
II sample was selected using a two-stage stratified sample design (60). The United States
was divided into nine sampling strata: eight “key states” having the largest child welfare
caseloads and the ninth stratum, consisting of the remaining 38 states and the District of
Columbia. Within each of the nine strata, primary sampling units (PSUs) were defined
for the sample as the geographic areas that encompass the population served by a single
CPS agency.
Collection for the first time point (Wave 1) of the study began in March 2008 and
was completed in 2009. Data collection for the second time point of the study (Wave 2)
was launched at 18 months after the close of the NSCAW II index investigation began in
October 2009 and was completed in January 2011. Data collection for the final time point
of the study (Wave 3) began in June 2011 and was completed in December 2012. At
Wave 2, 80.9% (n=4746) of the Wave 1 cohort responded, and in Wave 3, 78.9% of the
core cohort (Wave 1) cases (n=4143) responded (60).

Study Variables

Dependent variables. We examined the age of sexual debut and reported past pregnancy.

97

Age of sexual debut was defined by the following question among the cases that
responded affirmatively to ever having PVI: “How old were you this first time you had
sex?” The range of responses was 8 through 18 years, where “8” and “18” were
aggregated to those 8 years old or younger and 18 years old or older, respectively. We
used the mean of the variable to categorize it as follows: 13 years and younger (early age
of sexual debut) versus older than 13 years. Sexual intercourse before the age of 13 years
is a core surveillance metric of the Centers for Disease Control and Prevention’s Youth
Risk Behavior Surveillance System (YRBSS) (42; 61). Reported past pregnancy was
coded as positive if the answer was yes to the following question at either Waves 1, 2, or
3 at least once: “How many times have you ever been pregnant/gotten someone
pregnant?”

Independent variable. We examined OOH placement at each wave and classified youth if
they answered “yes” in any of the waves to having at least one placement in either
kinship care, foster care, or group/other form of OOH care and “no” as those in-home in
all three waves.

Covariates. The data for all covariates used in our analysis were collected at baseline
(Wave 1). Consistent with previous studies examining the indicators of SRH in
adolescence (8-15; 18; 27-28; 36; 52; 61), we considered the demographic variables of
age (as continuous), gender (female or male), and race/ethnicity (non-Hispanic Black,
non-Hispanic white, Hispanic, or other) as the covariates. Protective behaviors
considered as covariates in our analyses included contraception and condom use,
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respectively, at last sex. Contraceptive method used at last sex as was collected through
the following question: “The most recent time you had sex, what method or methods did
you or your partner use to prevent a pregnancy?” The responses included having used
either birth control pill, birth control injection, birth control patch, and/or other method of
contraceptive; or no use of a contraceptive method. Those responding with any of the
answers but the last were considered to be using contraception. Male condom use at last
sex was collected through the following question: “The most recent time you had sex, did
you or your partner use a male condom?” The responses included having used a male
condom or did not use any method. We specified the use of condoms at last sex as "yes"
or "no". We included both contraception and condoms as covariates in the model for
reported past pregnancy. In addition, we included three variables indicating past
traumatic experiences associated with the risk of poor SRH in adolescence (37-38; 61):
experience of forced or coerced first sexual intercourse, most severe maltreatment and
neglect experienced, and exposure to household violence (37-41;50-51; 59; 61). Forced
first sex was collected through the following question: “Thinking about the first time you
had sex, would you say it was forced or not forced? ‘Forced’ means that the sex was
against your will, and ‘not forced’ means it was something that you wanted to happen or
that it was okay with you.” Forced/against one’s will was coded as “yes” and not forced
“no (I wanted it to happen, or it was okay with me).” History of maltreatment and neglect
at baseline was specified using the response to the following question: “What was the
most serious type of abuse neglect assigned at Wave 1 for the participant?” This is
defined in the NSCAW dataset with six categories: physical maltreatment, sexual
maltreatment, emotional maltreatment, physical neglect (i.e., caregiver failed to provide
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for the child), nonphysical neglect (i.e., caregiver failed to supervise the child), and other
form of abuse (including abandonment, moral/legal maltreatment, educational
maltreatment, exploitation, premature or low birth weight, substance exposure, domestic
violence, parent abusing substances, voluntary relinquishment, child in need of services
(CHINS), and investigation needed to receive services). Because of the small sample
sizes in three of these categories (emotional maltreatment, physical neglect, and
nonphysical neglect categories), we collapsed emotional maltreatment into the “other”
category and collapsed the “physical neglect” and “nonphysical neglect” categories into
the “neglect category.” Thus, the derived variable used in our analyses had four
categories: physical maltreatment, sexual maltreatment, neglect, and other. We used the
Violence Exposure Scale—Home (VEX-R) value recorded in NSCAW II. VEX-R, which
was developed by Fox and Leavitt (62), is designed as a scale ranging from 0 (having
never witnessed/experienced violence in the home) to 19 (having witnessed the events
described over the course of a lifetime once, a few times, or often). We dichotomized the
VEX-R using the mean of the distribution (less than 6 vs. 6 or higher).

Analytic sample
The entire NSCAW II cohort consisted of 5,872 cases. Of these, 4,232 cases had
full data for placement. Youth aged 11 years and older at the time of data collection were
eligible for the sexual behaviors and child maltreatment Audio Computer-Assisted SelfInterview (ACASI) modules survey administration (60), resulting in a total of 1,573
children (unweighted) eligible for the sexual behavior screening modules at any wave. Of
these, 548 weighted cases responded positively to the sexual history question of having
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ever had a past history of penile–vaginal intercourse in any of the three waves. Of these
548 cases, we identified 535 with age of sexual debut recorded. Of these, 377 weighted
cases with complete data for the demographic variables (age as recorded at Wave 1,
gender, and race/ethnicity) and response to the question regarding forced first sex, and
history of abuse/trauma (worst type of maltreatment/neglect experienced; exposure to
household violence score as recorded at Wave 1) comprised our study sample.

Statistical Analysis
Descriptive statistics for the selected characteristics of the total sample and
according to the exposure variable were calculated. Significant associations of each
covariate and the exposure were determined using chi-squared statistics for categorical
variables, and differences by exposure status were determined using a t-test for the
continuous variables. A logistic regression was used to estimate the strength of the
association between OOH placement and the dependent sexual health indicators before
and after adjusting for the selected covariates. To test whether the strength of the
association between placement and indicators differed by age, gender, and histories of
worst type of maltreatment/neglect experience, forced first sex, and exposure to
household violence, the interaction terms between each of these variables and placement
history were included in the final models for each dependent variable.
Data management and statistical analyses were conducted in SAS using PROC
SURVEY to account for the complex survey design and to yield unbiased standard errors.
The tables and appendix present unweighted sample sizes but weighted estimates of the
proportions, standard errors, and odds ratios (ORs) with corresponding 95% confidence

101

intervals (CIs).

Results

The distribution of the study sample by characteristics is presented in Table 3.1.
The study sample at Wave 1 had a mean age of 14.0 years (SE=0.16); was mostly female
(68%); and was mostly non-Hispanic Black (25%) or Hispanic (23%). Fifteen percent of
the youth in the sample were in OOH placement in Wave 1, and of these, most were in
kinship care. This pattern did not differ substantially for Waves 2 and 3. The mean score
for the VEX-R measuring exposure to household violence, ranging from 1–19, was 6.33
(SE=0.37). Over half of the sample reported experiencing other maltreatment/neglect
(38%) or physical maltreatment (30%) as the worst type experienced at baseline. At
Wave 1, 347 youth were eligible to answer the sexual behavior module, with 43%
reporting past activity. The mean age of sexual debut of the sample was 13.8 years
(SE=0.16); 28% reported using either oral contraceptives (“the pill”), a contraceptive
injection (“the shot”), a contraceptive patch, or “other” as a method of contraception at
last penile–vaginal intercourse; in addition, 40% reported use of a male condom at last
penile–vaginal intercourse. Less than 1% (0.2%) of the sample reported a past STI, and
40% reported a past pregnancy. Among those youth reporting a past pregnancy, the mean
age of the first pregnancy was 15.8 years (SE=0.3).
Almost one-fourth of the sample (24%) had experienced OOH placement at least
once in their lives (Table 3.1). Youth experiencing OOH placement were significantly
older at Wave 1 (14.4 vs. 13.9 years), had a higher mean score of exposure to household
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violence (7.2 vs. 6.0), and had a younger mean age of sexual debut (13.5 vs. 14.0 years)
compared with those not experiencing OOH placement. Among youth reporting
pregnancy, those with OOH placement experience were significantly younger at first
pregnancy (15.6 vs. 15.9 years) than those never experiencing OOH placement.
Covariates of gender, race/ethnicity, baseline worst maltreatment/neglect experienced,
forced first penile–vaginal intercourse, use of contraceptive at last sex, use of male
condom at last sex, and reported past pregnancy were not associated with OOH
placement.
Table 3.2 presents the prevalence of early age sexual debut (<=13 years) for each
covariate. Compared with youth with a later age of sexual debut, youth experiencing an
early age of sexual debut were significantly younger at Wave 1 (13.0 vs. 14.7 years),
more likely to be non-Hispanic Black (34% vs. 18%), had a higher mean score of
exposure to household violence (7.0 vs. 5.9), were more likely to have reported forced
first sex (33% vs. 10%), and were more likely to have had penile–vaginal intercourse at
Wave 1 (64% vs. 31%). In our analyses, predictors of early age of sexual debut such as
gender, OOH placement ever, placement setting type at each wave, and worst
maltreatment/neglect reported at baseline were not significantly associated with younger
age of sexual debut. Behaviors of contraceptive use at last sex and male condom use at
last sex were not significantly associated with younger age of sexual debut. A reported
history of pregnancy was not significantly associated with a younger age of sexual debut.
Table 3.3 presents the prevalence of reported past pregnancy for each
characteristic. Compared with youth not reporting a past pregnancy, those who did were
significantly older at Wave 1 (14.6 years vs. 13.7 years), more likely to be female (86%
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vs. 57%), not in OOH care at Wave 1 (88% vs. 83%), had higher mean scores of
exposure to household violence (6.8 vs. 6.0), were more likely to have had penile–vaginal
intercourse at Wave 1 (58% vs. 32%), had a younger mean age of sexual debut (13.8
years vs. 13.9 years), and were less likely to have used a male condom at last sex (26%
vs. 55%). In our analyses, predictors of adolescent pregnancy such as race/ethnicity,
OOH placement ever, placement setting at Wave 2 or Wave 3, worst
maltreatment/neglect reported, reported history of forced first sex, and use of
contraception at last sex were not associated with reported history of pregnancy.

Association of placement experience and outcomes of interest.
Table 3.4 presents the unadjusted and adjusted ORs for early age of sexual debut
associated with placement experience. OOH placement did not significantly increase the
odds of having an early age of sexual debut in the unadjusted model. This finding
remained the same after controlling for age at Wave 1, gender, race/ethnicity, experience
of unwanted first sex, exposure to household violence, and type of maltreatment/neglect
experienced recorded at baseline. A similar pattern was observed for pregnancy such that
OOH placement was not associated with pregnancy before or after adjusting for age at
Wave 1, gender, race/ethnicity, early age of sexual debut, experience of forced first sex,
use of contraceptive at last sex, use of male condoms at last sex, exposure to household
violence, and worst type of maltreatment/neglect experienced recorded at baseline.
There was no significant interaction between OOH placement and forced first sex
(p=0.8778), worst type of abuse/maltreatment reported (p=0.3633), or exposure to
household violence (p=0.2102) for early age of sexual debut. The same was true for age
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(p=0.7368), gender (p=0.3035), early age of sexual debut (p=0.5604), forced first sex
(p=0.3354), worst type of abuse/maltreatment reported at Wave 1 (p=0.8601), or
exposure to household violence (p=0.2589) for the association between OOH placement
and reported past pregnancy. However, there was significant heterogeneity of the
association between placement and early age at sexual debut by age (p=0.0169) and
gender (p=0.0113), respectively. Youth older than 14 years of age with a placement
history were close to significantly (p=0.0671) more likely to have had an early age of
sexual debut compared with similarly aged youth without placement (AOR=2.80; 95%
CI: 0.93–8.46). No such association was observed among younger individuals. There was
a marginally significant association (p=0.0839) by male gender: among boys, those with
placement history were more likely to have had an early age of sexual debut compared to
those without placement (AOR=3.29; CI: 0.85–12.77). No such association was observed
among girls.

Discussion

Our findings indicate that OOH placement was neither associated with having an
early age of sexual debut nor pregnancy among our sample of child welfare–involved
youth that reported ever having penile–vaginal intercourse. Although age of sexual debut
was not associated with placement after controlling for the covariates, the interaction
analyses found that age and gender (respectively) mattered and significantly modified the
effect of OOH placement for older youth and males. For youth aged 14 years and older at
Wave 1 with OOH placement, the odds of having an early age of sexual debut were
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almost three times higher than that of youth similarly aged without placement. Among
males with OOH placement, the odds of having an early age of sexual debut were three
times higher than males without placement. History of forced first sex, worst
maltreatment/neglect experienced, and exposure to household violence did not modify
the effects of OOH placement for either of the dependent variables.
The lack of a significant association of OOH placement with early sexual debut or
past pregnancy is consistent with earlier studies of child welfare involving youth with and
without placement (13-14; 17). James et al. did not find a significant difference in the
odds of early age of sexual debut by OOH placement; however, that study was limited to
cases of consensual sex at first intercourse (13). Furthermore, the researchers did not find
a significant difference in the odds of reported past pregnancy, but unlike our study, they
limited the analyses to girls only (13). Stott et al. did not find that OOH placement
frequency significantly increased the odds of risky sexual behaviors, here defined by the
researchers on a scale based on the number of partners, the frequency of condom use, and
the frequency of other forms of birth control (17). Although we did not examine
frequency of placement in our study, we did examine differences by placement on the
odds of either early age of sexual debut or reported past pregnancy as indicators of SRH,
unlike Stott et al (17). Most recently, Wilson et al. did not find a significant difference in
the prevalence of pregnancy by placement; however, unlike our study, they did not
examine early age of sexual debut, calculate the odds of pregnancy while controlling for
possible confounders, or examine effect measure modification (14).
According to the most recent findings available from the Youth Risk Behavior
Survey (YRBS) 2017, males engage in sexual intercourse for the first time at an earlier
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age than females: among high school students, 23% of boys indicated ever having sex by
the ninth grade versus 17% of girls (61). Lindberg et al. found that the prevalence of
engaging in sexual debut prior to 13 years of age among male adolescents and young
adults in the United States was 7.6% (95% CI 6.8%–8.4%) among high school students
and 3.6% of males aged 15 to 25 years in the general population (61). In contrast to this
evidence, adolescent male SRH is often overlooked, and male sexual and reproductive
health needs are not being effectively addressed by primary care providers in the general
population (43).
In relation to our finding of interaction of Older youth experiencing OOH
placement may have experienced contact with the child welfare system overall for longer
periods of time and/or may have experienced more frequent OOH placements compared
with their younger counterparts. Additionally, the age of the child when they were first
removed from their home and placed in OOH care may impact the age of sexual debut
(17; 21-22; 25; 36; 53; 63). For example, youth experiencing removal from their
caregivers for the first time at a critical time in human sexual development—the
prepubescent and early adolescent years—may “act out” the trauma of disrupted
attachment by engaging in sexual behaviors at an earlier age than those removed from
their caregivers during a younger age in childhood and, hence, who can experience the
opportunity to “stabilize” and develop secure attachments to their new caregivers. As
such, more investigation is warranted.
To the best of our knowledge, no studies have found that the association of
placement in OOH care with early age of sexual debut was modified by age or gender.
Although the current study did not find statistically significant differences in the sexual
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health indicators we examined by placement exposure, the distribution of risk factors and
risk behaviors is of public health concern. Both groups experienced high levels of sexual
trauma. Over 10% had sexual maltreatment as the worst type of maltreatment and neglect
experienced recorded at baseline (Wave 1). Almost 20% reported that their first
experience of having penile–vaginal intercourse was forced or unwanted when compared
with 4% of young persons between the ages of 18 and 24 in the general population who
describe their first sexual experience as unwanted (38) and almost 11% of high school
students reporting they experienced sexual violence (being forced by anyone to do sexual
things [counting such things as kissing, touching, or being physically forced to have
sexual intercourse] that they did not want to) one or more times during the 12 months
before being surveyed (64).
Moreover, the youth in our sample reported engaging in penile–vaginal
intercourse for the first time in early adolescence closely after hitting puberty (about 13 to
14 years of age), and most were not using either contraceptives or condoms at last penile–
vaginal intercourse. Compared with the general population, where 3% of high school
students reported sexual activity prior to the age of 13 years, 39.3% of our sample had a
mean age of sexual debut by age 13 (64). Compared with the general population, where
54.3% of sexually active high school students reported the use of a condom during last
sexual intercourse, 43.6% of our sample reported the use of a male condom at last penile–
vaginal intercourse (64). Compared with the general population, where almost 31% of
sexually active high school students reported using birth control pills; an IUD or implant;
or a shot, patch, or birth control ring before last sexual intercourse to prevent pregnancy,
28% of our sample reported such contraceptive use at last penile–vaginal intercourse
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(64). Such behaviors leave child welfare–involved youth highly vulnerable to unintended
pregnancy, adolescent birth, and STIs, which can further affect their health and wellbeing throughout the life course.

Limitations
The cross-sectional study design does not allow us to establish a temporal
relationship between the exposure and the outcome, thus limiting our ability to establish a
causal effect of OOH placement on the SRH indicators we examined in the current study:
early age of sexual debut and reported past pregnancy in adolescents. The definition of
sexual behavior in the NSCAW II dataset as PVI between males and females is a
limitation of the measure of sexual behavior. Our study cannot make inferences on the
possible relationship between placement and same-gender sexual behaviors, penile–anal
intercourse, or all sexual risk behaviors that may increase the odds of poor SRH early in
life as an adolescent. The broad definition of OOH placement as the independent variable
in the present study does not capture the length of time in placement, length of time in
contact with the child welfare system, type of placement, or quality of placement, which
can be operationalized as the “dose” of an exposure: a high level of variation in the
independent variable can underestimate the magnitude of the association and statistical
significance between placement and the dependent variables when adjusting for the
covariates.

Strengths
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A strength of our study is the use of a data set including youth with similar
exposures to witnessing household violence and sociodemographic characteristics
currently in the child welfare system. Most studies examining the impact of foster care
placement rely on cohorts of adults with past histories of placement (i.e., foster care
alumni) compared with the general population (10-15; 18; 36; 59). The data utilized for
our study are from the only existing nationally representative sample of youth in the child
welfare system in the United States, a vulnerable population with poorly understood
health outcomes. The use of these data in our study allowed for an examination of
characteristics and associations without the threat of recall bias that is present in alumni
studies of adults with past histories of child welfare and foster care placement. Our study
did not find statistically significant associations of the exposure (OOH placement) and
the dependent variables (early age of sexual debut; ever having been pregnant) after
adjusting for demographic and trauma covariates. However, our descriptive analyses
further support the evidence that child welfare–involved youth are vulnerable to poor
SRH with a mean age of sexual debut at 13.8 years and with almost 40% reporting at
least one pregnancy early in their life course (mean age of less than 16 years). This
supports the need for further research to inform evidence-based child welfare system
interventions to improve the outcomes of youth experiencing complex and interconnected
trauma at a high risk for unintended pregnancy, STIs, and other detrimental outcomes
developed during a pivotal time in the human life course.

Conclusions
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Our findings suggest that youth in the child welfare system engage in sexual
behavior early in adolescence, regardless of their placement status. Placement may not
“protect” children from engaging in sexual intercourse at a relatively young age or
experiencing a pregnancy during adolescence. Depending on their age and gender,
placement may increase the odds of becoming sexually active at a relatively young age.
Both the youth who experienced placement and those who did not are highly vulnerable,
as reflected by the SRH indicators and levels of trauma and abuse reported in the current
study. Our findings should be interpreted with caution but point to the need for SRH
interventions that are gender responsive and age appropriate for youth impacted by the
child welfare system, regardless of OOH placement.
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Table 3.1. Distribution of selected characteristics by placement exposure among
sexually active youth: National Survey of Child and Adolescent Well-being
(NSCAW) II, 2014.
Ever out-ofNever out-ofPhome
home
value*
placement
placement
n=154
n=223
% (SE)
% (SE)
Placement
24.1 (3.4)
75.9 (3.3)

Total
n=377
% (SE)

Demographics (Wave 1)
Age in Years (mean)

14.4 (0.2)

13.9 (0.2)

<0.0001 14.0 (0.2)

Female
Male

60.8 (7.8)
39.2 (7.8)

70.8 (3.4)
29.2 (3.4)

0.2479

68.4 (3.4)
31.6 (3.4)

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other

25.4 (5.8)
34.5 (5.7)
27.4 (7.6)
12.7 (5.4)

24.5 (4.8)
43.4 (5.5)
21.9 (4.9)
10.2 (3.0)

0.6496

24.7 (4.0)
41.3 (4.7)
23.2 (4.5)
10.8 (2.5)

Placement Setting
Wave 1 (n=377)
Home
Kinship
Foster
Group/Other

36.4 (6.6)
46.1 (7.3)
9.7 (2.3)
7.8 (3.1)

-

-

84.7 (2.4)
11.1 (2.4)
2.3 (0.5)
1.9 (0.7)

Wave 2 (n=332)
Home
Kinship
Foster
Group/Other

20.4 (6.1)
56.4 (7.7)
8.1 (2.0)
15.0 (5.6)

-

-

81.0 (3.3)
13.5 (3.1)
1.9 (0.5)
3.6 (1.3)

Wave 3 (n=174)
Home
Kinship
Foster
Group/Other

29.1 (9.1)
52.7 (10.8)
9.7 (4.9)
8.4 (3.3)

-

-

81.9 (4.5)
13.4 (4.4)
2.5 (1.2)
2.1 (0.8)

7.2 (0.8)

6.0 (0.4)

<0.0001 6.3 (0.4)

Abuse and Trauma History
Exposure/Witness to Household Violence
Score (1-19) Mean
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Worst experienced Maltreatment/Neglect
(Wave 1)
Physical Maltreatment
Sexual Maltreatment
Neglect
Other

17.3 (5.6)
11.3 (3.4)
17.7 (4.7)
53.8 (7.4)

33.8 (4.3)
11.2 (3.3)
21.7 (4.2)
33.3 (4.9)

0.2028

29.8 (3.4)
11.2 (2.4)
20.7 (3.2)
38.3 (4.0)

Forced First Sex Reported (Yes)

23.0 (6.4)

17.7 (3.4)

0.4923

19.0 (2.8)

Sexual and Reproductive Health
Indicators
Had Consensual Sex by Wave 1 (N=347)

45.7 (8.1)

41.8 (4.0)

0.6630

42.7 (3.7)

Age of Sexual Debut Scale (8–18) Mean

13.5 (0.3)

14.0 (0.2)

<0.0001 13.8 (0.2)

Use of Contraceptive at Last Sex (Yes)

31.9 (7.3)

26.7 (4.8)

0.5707

28.0 (3.9)

Use of Male Condom at Last Sex (Yes)

52.1 (8.0)

41.0 (4.2)

0.2877

43.6 (3.4)

STI Ever Reported (Yes)

0.86 (0.9)

0

-

0.21 (0.2)

41.6 (5.4)
15.9 (0.4)

0.3225
39.7 (5.2)
<0.0001 15.8 (0.3)

Pregnancy Ever Reported (Yes)
33.6 (8.4)
Exploratory Analysis: Age of First
15.6 (0.6)
Pregnancy in Years (mean)
*Chi-square statistics for proportions and t-tests for means.
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Table 3.2. Prevalence of early age of sexual debut by selected characteristics:
National Survey of Child and Adolescent Well-being (NSCAW) II, 2014.
Early Age of
Later Age of
Sexual Debut
Sexual Debut
n=151
n=226
% (SE)
% (SE)
Prevalence
39.3 (4.2)
60.7 (4.2)

p-value*

Demographics (Wave 1)
Age in Years (mean)

13.0 (0.3)

14.7 (0.2)

<0.0001

Female
Male

62.5 (4.8)
37.5 (4.8)

72.2 (3.9)
27.8 (3.9)

0.08

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other

34.4 (6.7)
28.3 (6.4)
23.6 (6.4)
13.7 (3.9)

18.4 (4.0)
49.7 (5.7)
23.0 (5.1)
8.9 (2.8)

0.02

Placement Setting
Wave 1 (n=377)
Home
Kinship
Foster
Group/Other

82.6 (5.3)
11.9 (4.9)
1.91 (0.5)
3.66 (1.8)

86.0 (2.6)
10.6 (2.4)
2.6 (0.9)
0.7 (0.4)

0.3850

Wave 2 (n=332)
Home
Kinship
Foster
Group/Other

80.2 (5.6)
12.5 (4.7)
2.6 (1.0)
4.8 (2.6)

81.6 (3.7)
14.2 (3.5)
1.5 (0.5)
2.7 (1.2)

0.5726

Wave 3 (n=174)
Home
Kinship
Foster
Group/Other

84.6 (4.3)
8.1 (3.1)
3.8 (2.4)
3.4 (1.6)

78.9 (7.9)
19.4 (8.0)
0.9 (0.5)
0.8 (0.5)

0.2318

Ever in Out-of-Home Care (Yes)

27.4 (6.1)

22.0 (3.7)

0.4434

Abuse and Trauma History
Exposure/Witness to Household Violence
Score (1-19), Mean

7.0 (0.6)

5.9 (0.5)

<0.0001
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Worst Experienced Maltreatment/Neglect
(Wave 1)
Physical Maltreatment
Sexual Maltreatment
Neglect
Other

28.9 (5.8)
13.0 (3.3)
21.0 (4.3)
37.0 (7.1)

30.4 (4.8)
10.0 (3.3)
20.5 (4.6)
39.1 (6.0)

0.9251

Forced First Sex Reported (Yes)

32.6 (5.9)

10.2 (2.8)

0.005

Sexual and Reproductive Health Indicators
Had Sex by Wave 1 (n=347)

63.7 (6.4)

31.1 (3.5)

0.0006

Use of Contraceptive at Last Sex (Yes)

25.6 (6.7)

29.5 (4.4)

0.6198

Use of Male Condom at Last Sex (Yes)

39.4 (5.8)

46.4 (4.6)

0.3644

36.1 (5.9)

0.3024

Pregnancy Ever Reported (Yes)
45.2 (7.9)
*Chi-square statistics for proportions and t-tests for means.
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Table 3.3. Prevalence of past reported pregnancy by selected characteristics:
National Survey of Child and Adolescent Well-being (NSCAW) II, 2014.
Past Pregnancy No Past
Reported
Pregnancy
n=120
Reported
% (SE)
n=257
% (SE)
Prevalence
39.7 (5.2)
60.3 (5.2)

p-value*

Demographics (Wave 1)
Age in Years (mean)

14.6 (0.2)

13.7 (0.2)

<0.0001

Female
Male

85.8 (3.8)
14.2 (3.8)

57.0 (4.4)
43.0 (4.4)

<0.0001

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other

24.6 (6.7)
41.9 (8.7)
26.6 (8.1)
7.0 (2.9)

24.8 (4.6)
40.9 (4.5)
21.0 (4.2)
13.3 (3.2)

0.4316

Placement Setting
Wave 1 (n=377)
Home
Kinship
Foster
Group/Other

87.5 (3.0)
8.2 (2.9)
1.4 (0.5)
3.0 (1.6)

82.8 (3.4)
13.0 (3.3)
3.0 (0.7)
1.2 (0.6)

0.0314

Wave 2 (n=332)
Home
Kinship
Foster
Group/Other

80.1 (5.4)
12.8 (4.7)
1.6 (0.6)
5.4 (2.8)

81.6 (4.4)
13.9 (4.4)
2.1 (0.7)
2.4 (1.2)

0.5981

Wave 3 (n=174)
Home
Kinship
Foster
Group/Other

77.6 (10.5)
19.6 (10.5)
1.1 (0.7)
1.7 (1.1)

83.7 (4.6)
10.9 (4.4)
3.0 (1.7)
2.3 (1.1)

0.6858

Ever in Out-of-Home Care (Yes)

20.4 (4.5)

26.6 (4.6)

0.3225

Abuse and Trauma History
Exposure/Witness to Household Violence
Score (1-19), Mean

6.8 (0.7)

6.0 (0.4)

<0.0001
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Worst Experienced Maltreatment/Neglect
(Wave 1)
Physical Maltreatment
Sexual Maltreatment
Neglect
Other

31.2 (6.7)
9.2 (2.8)
22.3 (5.2)
37.3 (6.6)

28.9 (4.2)
12.5 (3.3)
19.6 (4.1)
38.9 (4.6)

0.7564

Forced First Sex Reported (Yes)

22.7 (4.5)

16.5 (3.9)

0.3406

Sexual and Reproductive Health Indicators
Had Sex by Wave 1 (n=347)

58.4 (8.0)

32.4 (5.0)

0.0294

Mean Age of Sexual Debut Scale (8-18)

13.8 (0.3)

13.9 (0.2)

<0.0001

Use of Contraceptive at Last Sex (Yes)

34.3 (7.0)

23.8 (4.2)

0.1840

55.0 (4.6)

0.0009

Use of Male Condom at Last Sex (Yes)
26.3 (4.5)
*Chi-square statistics for proportions and t-tests for means.
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Table 3.4. Unadjusted and adjusted odds ratios (OR)* and 95% confidence intervals for
the association between placement in out-of-home (OOH) care and early age of sexual
debut (13 years or younger): National Survey of Child and Adolescent Well-being
(NSCAW) II, 2014.
Dependent Variable
Unadjusted
Model 1
Model 2
Age at sexual debut
Never placed
1.00
1.00
1.00
Ever placed
1.34 0.65–2.77
1.37 0.57–3.28
1.04 0.40–2.70
Pregnancy
Never
1.00
1.00
1.00
Ever placed
0.71 0.35–1.44
0.78 0.35–1.76
0.83** 0.32–2.18
* Model 1: ORs adjusted for demographics: age (14 years or younger), gender, and
race/ethnicity; Model 2: additionally, adjusted for trauma/abuse experienced: forced first sex
reported; exposure to household violence score (6 or higher), and most severe
maltreatment/neglect recorded at Wave 1. ** Model 2: The final model for pregnancy
additionally includes early age of sexual debut (13 years or younger), use of contraception at last
sex, and use of male condom at last sex.
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Table 3.5. ORs* and 95% CIs for the association between placement and early age of
sexual debut according to age at Wave 1 and gender: NSCAW II, 2014.
Age at Wave 1
OOH placement
Older than 14 years
14 years or younger
Not placed in care
1.00
1.00
Placed in care
2.80 (0.93–8.46)
0.44 (0.10–1.94)
Gender
Male
Female
Not placed in care
1.00
1.00
Placed in care
3.29 (0.85–12.77)
0.47 (0.13–1.70)
* Odds ratio adjusted for age (14 years or younger), gender, and race/ethnicity; forced first sex
reported; exposure to household violence score (6 or higher), and most severe
maltreatment/neglect recorded at Wave 1.
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Chapter Five: Conclusion

Overview and summary of the findings

Although youth in the child welfare system exhibit poorer health and wellbeing compared
with the general population, the majority of research on this vulnerable population focuses on
mental, behavioral, and developmental health outcomes, (1-21) with minimal attention to this
population’s sexual and reproductive health (SRH). (22) Thus, the indicators of SRH for this atrisk youth population are not well examined or understood. Evidence suggests a history of outof-home (OOH) placement, such as foster care, in childhood is associated with poorer SRH
outcomes later in life, such as sexually transmitted infections (STIs) and pregnancies in
adolescence (23-36). Therefore, a better understanding of the relationships between child welfare
system characteristics (ever placed in OOH care, frequency, and experiences of trauma and
abuse in childhood) and adolescent SRH indicators is critical for the overall health and wellbeing
of this vulnerable population. The current cross-sectional study sought to examine the effect of
OOH placement characteristics on the probability of ever having penile–vaginal intercourse
(PVI), age of sexual debut, and pregnancy among a nationally representative sample of youth
partaking in the NSCAW II.

Aim 1 examined the association of placement in OOH care and ever having PVI after
controlling for the following covariates: demographic characteristics (age, gender, and
race/ethnicity) and trauma and abuse history variables (physical neglect, nonphysical neglect,
physical maltreatment, sexual maltreatment, and emotional maltreatment; and exposure to
household violence mean score). We used logistic regression models to determine the strength of
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the association between OOH placement and PVI and whether this association was modified by
experiences of trauma and abuse in childhood and exposure to household violence.

After further adjustment for demographic characteristics (age, gender, and race/ethnicity),
histories of trauma, abuse, and neglect (physical and nonphysical), and exposure to household
violence, the findings indicated that placement in OOH care was not significantly associated with
PVI. We observed heterogeneity of the association between OOH and ever having PVI by sexual
maltreatment and nonphysical neglect but not by experiences of physical maltreatment,
emotional maltreatment, physical neglect, or witnessing household violence.

Among youth who did not experience sexual maltreatment, those ever placed in OOH
care had more than double the odds of PVI compared with youth not placed. Similarly, among
youth who did not experience nonphysical neglect, those ever placed in OOH care had almost
three times the odds of PVI compared with youth not placed in OOH.

Aim 2 examined the association of frequency of OOH placement (never, once, two and
three, or four or more) with ever having PVI before and after adjusting for demographic
characteristics (age, gender, and race/ethnicity), time spent in OOH care, and exposure to
household violence. We used a logistic regression to quantify the magnitude of the association of
frequency of the placements on ever having PVI. Aim 2 also examined whether this association
was modified by age, gender, time spent in OOH care, and exposure to household violence score.

The findings indicated that placement in OOH care regardless of number of placements
was not significantly associated with PVI after adjustment for demographic characteristics (age,
gender, and race/ethnicity), time spent in OOH care, and exposure to household violence.
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The interaction of age and placement frequency was significant. However, there were no
significant interactions of placement frequency with gender, proportion of time spent in OOH
care, or exposure to household violence. Youth older than 12 years of age at baseline with one
placement in OOH care only had nine times the odds of ever having penile–vaginal intercourse
compared with similarly aged youth without placement. However, there was no association
between placement in OOH care and ever having penile–vaginal intercourse among youth aged
12 years and younger at baseline regardless of the number of placements.

Aim 3 examined the association of placement in OOH care with age of sexual debut at 13
years or younger and reported history of pregnancy. We used a logistic regression to determine
the magnitude of these associations, before and after controlling for the demographic
characteristics (age, gender, race/ethnicity) and experiences of past abuse/trauma: worst
maltreatment/neglect experienced as recorded at baseline, reported first sex as forced, and
exposure to household violence. Aim 3 further examined whether these associations were
modified by age, gender, and experiences of past abuse/trauma.

Younger age of sexual debut

The findings indicated that there was no association of ever placed in OOH care and early
age of sexual debut before or after adjusting for all covariates. However, this association varied
with age and gender. Among youth older than 14 years of age, those with a placement history
were almost three times more likely to have had a younger age of sexual debut compared with
those not placed. This association was not observed among younger youth. Among boys, those
with a placement history were more than three times as likely to have had a younger age of
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sexual debut compared with those without a placement. This association was not observed
among girls.

Pregnancy

The findings indicated that there was no association of ever having an OOH placement
with pregnancy before or after adjusting for all covariates. We did not observe heterogeneity of
this association by age, gender, younger age of sexual debut, forced first sex, the worst type of
abuse/maltreatment experienced, or exposure to household violence.

Limitations

Study Design
The cross-sectional study design did not allow us to establish a temporal relationship
between the exposure and the outcome, and thus, limit our ability to establish a causal effect of
OOH placement on the SRH indicators examined in the current study: ever having penile–
vaginal intercourse, age of sexual debut, and reported past pregnancy in adolescence. The use of
a logistic regression and ORs may overestimate the association presented in our analyses.
However, given the weak association between the exposure and the outcomes, as indicated by
the high prevalence of the outcomes regardless of exposure, such overestimation was unlikely to
occur.

Measurement definition and operationalization
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The measurement of penile–vaginal intercourse between males and females may
underestimate the relationship between placement and other risky sexual behaviors that increase
the odds of sexually transmitted infection, including anal and oral intercourse. The binary
classification of gender as male/female does not capture differing gender identities, regardless of
sex assigned at birth. As such, it is possible that youth may be engaging in various risky sexual
behaviors other than penile–vaginal intercourse not captured in the current study, resulting in
differential misclassifications, regardless of the exposure category. It is possible that youth may
underreport ever having penile-vaginal intercourse (PVI), introducing social desirability bias.
(37) These possibilities would result in the under-reporting of the outcome of interest, and thus,
underestimating the associations reported here. (38) Finally, the data used for this study was
collected between 2008 and 2012, which may not represent current estimates of child welfare
involved youth. However, these data are the only existing nationally representative sample of
youth in the child welfare system in the United States, a vulnerable population with poorly
understood health outcomes.

Strengths

A strength of our study is the use of a dataset that is representative of youth currently in
the child welfare system to examine OOH placement as the exposure. Most studies examining
the impact of foster care placement rely on cohorts of adults with past histories of placement
(i.e., foster care alumni) compared with the general population. (3; 5-10; 17; 57) The general
population may not serve as the most appropriate “counterfactual” for the examination of OOH
placement. The use of this dataset allows for an examination of the characteristics and
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associations without the threat of recall bias present in alumni studies of adults with past
histories of child welfare and foster care placement. Our study is strengthened by the ability to
compare youth with similar sociodemographic characteristics and histories of adverse childhood
experiences, including exposure to household violence. Although adverse childhood experiences
are relatively common in the general population, contact with the child welfare system is not.
(14, 40-41) Finally, a strength of our study is the utilization of the exposure operationalized in
different ways (i.e., ever placed in OOH care; repeat OOH placements); the use of several SRH
indicators (ever had PVI, age of sexual debut, pregnancy), and the operationalization of adverse
childhood experiences as categorical (worst maltreatment and abuse experienced) and discrete
variables (sexual maltreatment, physical maltreatment, emotional maltreatment, physical neglect,
and nonphysical neglect).

Public health significance

The current study is of public health significance in its contribution to the dearth of
research on the SRH of youth impacted by the child welfare system, particularly associated with
OOH placement. Although most research has focused on the outcomes among alumni, our study
examines the indicators of SRH among youth currently under child protective services (CPS)
during their adolescent years. Adolescence is a critical developmental stage in the lifespan of
humans; it is an epoch when exploration of one’s sexuality is normative, and interpersonal
relationships with peers and caregiving adults deepen and expand. This developmental stage is
complicated for child welfare–involved youth because they are less likely to have developed
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secure attachments to consistent primary caregivers and may be more likely to engage in risky
behavior by becoming sexually active during puberty.
Moreover, our study reveals and confirms the high need for interventions to improve
sexual and reproductive health among youth having contact with the child welfare system,
regardless of placement. The call for policy, practice and research efforts specific tailored to the
needs of this vulnerable population is evident. Our study provides evidence of concerning SRH
indicators in this population of youth: namely young age of sexual debut, low reported use of
contraception and male condom at last PVI, and self-reports of pregnancy at a relatively young
age, further leaving an already vulnerable group at increased risk over the life course.

Implications for practice and policy

The overall child welfare system in the United States has initiated slow movements
toward reform and increased accountability since the passing of the Fostering Connections to
Success and Increasing Adoptions Act in 2008 (43) and the Child and Family Services
Improvement and Innovation Act in 2012. (44). Both legislative acts aim to address the health
and safety of youth under CPS by identifying, ensuring, monitoring, and documenting
appropriate health services. For researchers, practitioners, and policy-makers interested in
improving the health and wellbeing of this vulnerable population of youth, SRH must be
included as a critical indicator for optimal outcomes over the life course. (22)
Given that child welfare–involved youth may not have consistent access to the typical
sources of SRH education, services, and care given their frequent residential mobility because of
OOH placements, changes in schools, and shifts in their medical “home” for primary care, our
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study points to the need for interventions tailored and targeted to this population that go beyond
the “standard” of SRH care for teens in the general population. Factors known to be protective
for adolescents and their sexual and reproductive health including family communication,
relationships with caring adults, and consistent care from a pediatrician/adolescent healthcare
provider are all disrupted for youth experiencing OOH placement, particularly repeated
placements over time. As such, both policy and practice measures must ensure that child-welfare
involved youth are receiving age appropriate, comprehensive SRH information, education and
care from all stakeholders throughout their young lives, with emphasis during the critical
prepubescent and adolescent years. This is not an easy task, as there is no known “standardized”
trauma-informed approach to address the SRH needs of youth in the child welfare “system” or
across CPS agencies. As such, both policy and practice considerations would require detailed
communication, collaboration and coordination between health care providers, child welfare
agency administrators at the state and local levels, case workers, legal advocates, school
representatives, families (both foster and biological) and most importantly and central – the
youth.

Future research directions

Our findings suggest that the main association of placement and ever having penile–
vaginal intercourse was not significant after adjusting for all covariates. However, we observed
joint effects of OOH placement with the maltreatment and neglect experienced: among the youth
that did not have histories of sexual maltreatment or nonphysical neglect at baseline, placement
was associated with increased odds of PVI. More research is needed to better understand the role
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of OOH placement for youth who may not have experienced a high number of traumatic
experiences early in life, as well as how placement may interact with specific types of adverse
experiences in childhood prior to child welfare agency involvement. It is possible that OOH
placement was prompted by externalizing behaviors of youth, including sexual behavior.
Examination of this possibility was beyond the scope of the current study.
The sexual and reproductive health and wellbeing of youth receiving CPS warrants
attention from providers, policy-makers, and researchers. (22; 39) Although we acknowledge
that the primary aim of child welfare intervention, particularly removal from parental custody, is
not to impact the SRH of youth, the risk for poor outcomes throughout the life course is
concerning. Future research would benefit by accounting for system-level variations in the
decision to remove a child from their home environment. Furthermore, the majority of youth
involved with the child welfare system have not experienced life-threatening physical abuse or
sexual abuse; rather, they have been brought to the attention of CPS because of neglect. The
latter is highly correlated with poverty, unaddressed mental health conditions, and the substance
use of an adult in the home. (40-42) Notably, youth in our study who had not experienced either
sexual maltreatment or nonphysical neglect but were removed from their homes had greater odds
of ever having penile–vaginal intercourse after controlling for all other covariates, including
other forms of maltreatment and abuse. Future research is needed to better understand whether
and how experiences of trauma (or the lack thereof) interact with the system-level factors
prompting child welfare attention and decision to remove youth from the home, along with SRH
in this population. (22). Finally, our study focuses on individual-level factors related to
placement and SRH. Further research should consider utilization of multilevel analysis to
account for risk and protective factors at the individual-, family-, community-, and policy-levels.
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Conclusion

Although studies have established that histories of OOH placement are linked to poor
SRH outcomes in the general population, the effect of OOH placement among populations with
histories of child welfare involvement in youth has been less clear. It has yet to be established
what, if any, is the effect of OOH placement on SRH risk behaviors among child welfare–
involved youth during adolescence. Experiences of abuse, trauma, and other adverse events that
are salient for this population’s SRH have not been consistently examined in the literature.
Among the studies of SRH that have examined trauma and abuse as a covariate (10; 30; 33),
exposure to OOH placement has not consistently examined specifications by frequency (i.e.,
repeats placements), prevalence (ever placed), or length of time.
Our study did not find a significant association of ever placed in OOH care or frequency
of repeated OOH placements and SRH indicators of ever having PVI, younger age sexual debut,
or pregnancy after adjusting for the selected covariates. Importantly, experiences of trauma and
abuse modified the association of OOH placement and SRH indicators as our endpoints after
adjusting for demographics. OOH placement did not alter the odds of ever having PVI, early age
of sexual debut, or pregnancy. Child welfare intervention in and of itself may most strongly
impact the SRH outcomes throughout the life course of youth having contact with CPS.
Tailored, evidence-based SRH interventions are necessary to ensure optimal health and
wellbeing outcomes for child welfare-involved youth.
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